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Preface

Vitamin A deficiency (VAD) threatens the health and survival of children and women in
Tanzania by depressing the immune function and increasing the risk of serious illnesses.
Eliminating VAD as a public health problem in Tanzania, is an essential element of the child
survival agenda. Similarly, endemic worm infestation, currently seen in Tanzania, is
detrimental to child growth and development, and requires a robust public health
intervention.

Vitamin A supplementation (VAS), is an interventional strategy, used to prevent and control
VAD. VAS is estimated to save the lives of 30,000 children in Tanzania every year, and will
remain a necessary intervention, until the dietary intake of vitamin A is sufficiently
improved, through routine diet and food fortification. Routine deworming, reduces loads of
worms among children and allows for the weight gain and better micronutrient absorption.
Vitamin A supplements, are provided to children aged 6 to 59 months, twice a year and to
postpartum women. Twice-yearly deworming is integrated with VAS, for children aged 12-
59 months. Vitamin A supplements are also used therapeutically, in the treatment of
xerophthalmia, measles and severe acute malnutrition.

The Implementation Guidelines on VAS and Deworming, is an important job aid for
stakeholders, who are involved in the provision of health services, for children aged less than
five years and postpartum women, including national level health planners and coordinators,
Regional Health Management Teams (RHMTs), Council Health Management Teams
(CHMTs) and health service providers. The primary aim of the guideline is, to assist the
stakeholders, in planning, coordinating, implementing and monitoring, the provision of VAS
and deworming, and to evaluate its performance. These guidelines should encourage a
continued commitment, to reach every child and postpartum women in Tanzania, with
vitamin A supplements. Sustained high coverage of VAS, will help Tanzania move closer,
towards the achievement of the Millennium Development Goal 4, for the reduction of child
mortality.

The Ministry of Health and Social Welfare, is dedicated to support the efforts that are aimed
at alleviating vitamin A deficiency in Tanzania. The Ministry will ensure that supportive
implementation of vitamin A supplementation, integrated with deworming is sustainable
through increased budgetary allocations, to meet all the requirements.

It is anticipated that, the combined efforts of stakeholders and health care workers, will
ultimately result in improved and sustained vitamin A supplementation and deworming
coverage, of the most vulnerable groups.

ﬁﬁa.

Blandina S. J. Nyoni
Permanent Secretary
Ministry of Health and Social Welfare
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PartI: Introduction

1. Control of vitamin A deficiency in Tanzania
1.1 Vitamin A deficiency in Tanzania

Despite social and economic improvements in Tanzania, nutritional deficiencies, including
vitamin A deficiency, remain a significant public health problem. The Tanzania Demographic
and Health Survey 2010 revealed that 33% of children aged 6-59 months and 37% of women
aged 15-49 years are vitamin A deficient.

Vitamin A deficiency is caused by inadequate dietary intake of vitamin A, coupled with
repeated episodes of infections that precipitate VAD, including measles, lower respiratory
tract infection, persistent diarrhoea and malaria. Children aged less than five year and
pregnant women are most at risk because of their high dietary requirements. Breastmilk is an
important source of vitamin A, particularly for infants and young children, but many are not
breast fed adequately. Complementary foods often contain insufficient amounts of pre-
formed vitamin A and provitamin A carotenoids to protect against VAD.

Children who are vitamin A deficient suffer an increased risk of death
and illnesses particularly from measles, chronic diairhoea and
upper respiratory tract infections

The consequences of vitamin A deficiency for children include increased morbidity and
mortality, poor growth and nutritional blindness (xerophthalmia). For women of child-
bearing age, consequences of VAD include night blindness, increased mortality and increased
risk of adverse pregnancy outcomes.

1.2 Strategies to prevent and control vitamin A deficiency

As there are several causes of vitamin A deficiency, multiple strategies are needed for its
prevention and control. These strategies fall into two main categories: population-based
strategies and targeted strategies for high-risk groups (Box 1). Population-based strategies
aim to achieve improvements in the dietary intake of vitamin A of the entire population, and
are needed for long-term sustainable improvements in vitamin A status in a population. Until
this ultimate goal is achieved, groups at highest risk of VAD and its consequences must be
targeted with additional strategies to prevent and control vitamin A deficiency.

Box 1: Strategies to prevent and control vitamin A deficiency

Targeted strategies for high-risk groups Popnlation-based strategies
* Vitamin A supplementation Dietary improvement
* Prevention and control of diseases that * Food fortification
precipitate VAD *  Production of vitamin A-rich foods through

household food production, crop
diversification, biotechnology and
biofortification
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Vitamin A supplementation

Vitamin A supplementation (VAS) is the provision of high dose supplements of vitamin A,
usually in the form of vitamin A capsules (VAC). Improving the vitamin A status of deficient
children through supplementation enhances their resistance to disease and can reduce
mortality from all causes by approximately 23 percent'. Guaranteeing high supplementation
coverage is therefore critical, not only to eliminating vitamin A deficiency as a public health
problem, but also as a central element of the child survival agenda.

Vitamin A supplementation is a short to medium-term solution for the control and prevention
of vitamin A deficiency, and will need to be continued in Tanzania until the dietary intake of
vitamin A is sufficiently improved through dietary improvement and food fortification.

Twice yearly VAS is one of the most cost-effective interventions for improving
vitamin A status and reducing infant and child mortality

VAS is targeted to children aged 6-59 months and postpartum women due to their high risk
of VAD. Children aged 6-59 months require a vitamin A supplement every six months, as
each supplement protects the body from VAD for between 4 to 6 months. Vitamin A
supplementation is delivered to children under five years through the Expanded Programme
on Immunization (EPI) and through twice-yearly VAS. Every mother should receive a
vitamin A supplement within 8 weeks of every delivery.

Dietary improvement

Dietary improvement aims to improve and maintain vitamin A status through changes in
behaviour that lead to an increase in the selection of vitamin A-rich foods processing and
preparation methods and a meal pattern favourable to increased bioavailability. Such changes
can bring about important sustainable improvements, not only in vitamin A status, but for
nutrition in general, and are a major long-term strategy to address VAD.

In infancy and early childhood, breastfeeding and complementary feeding practices are key to
the prevention and control of VAD. Children should be breastfed immediately after delivery
so as to get colostrum which is rich in vitamin A. They should be exclusively breastfed for
the first six months of life, and breastfeeding should continue until the child is at least two
years of age. Breastmilk is the only source of vitamin A for children aged less than six
months, and is a major source of vitamin A for older breastfed children.

From six months of age, appropriate complementary foods must be added to the diet of young
children. Animal foods (particularly liver) are the best sources of vitamin A and should be
promoted where the situation is economically and culturally appropriate. Even when poverty
limits the intake of animal foods, small changes in the dietary intake of plant foods can
considerably improve the dietary intake of vitamin A. Orange-fleshed fruits and vegetables
such as mangoes, papaya, carrots, and dark green leafy vegetables and tubers like orange

! Beaton et al (1993). Effectiveness of vitamin A supplementation in the control of young child morbidity and
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fleshed sweet potato are good plant sources of vitamin A, though this vitamin A is much less
bioavailable than animal sources. The addition of oil or fat to meals can increase the
absorption of vitamin A, because vitamin A is fat soluble. Moreover, red palm oil is a
particularly good source of vitamin A.

Awareness creation on dietary improvement is needed through multiple channels. The
channels include interpersonal communication by health service providers and extension
workers, mass media (radio and television), schools, and traditional channels such as drama,
dances and poems.

Prevention and control of diseases

Diarrheal diseases, lower respiratory tract infection and measles are important causes of
VAD. Disease control involves interventions to prevent infection through proper sanitary and
hygiene practices, presumptive treatment of groups at high risk of infection, and prompt
therapeutic treatment.

Food fortification

Fortification of food is a cost-effective and sustainable approach to improving the vitamin A
status of a population. Universal fortification of at least one food staple with vitamin A will
improve the vitamin A status and of almost all people and lay the foundation for a long-term
source of vitamin A. Possible examples of food staples include vegetable oil, wheat flour and
maize flour. In Tanzania efforts are underway to fortify food staples with vitamin A,
beginning with edible oils/fats.

Infants and young children do not always benefit from fortification of food staples/ because
they do not eat enough of these foods to meet their micronutrient needs. Other strategies are
therefore needed including “home fortificants” such as micronutrient powders or the
fortification of low-cost and appropriately marketed complementary foods.

In emergency situations, children and women are particularly vulnerable to vitamin A
deficiency. Food aid provided in these situations and to beneficiaries of other food assistance
programmes should be fortified with vitamin A and other micronutrients to prevent VAD and
other micronutrient deficiency disorders.

Production of vitamin A-rich foods

Interventions that increase the production of vitamin A rich foods can improve the
availability and affordability of these foods for the general population. These interventions
include homestead food production, biotechnology and biofortification, crop diversification
and livestock production, which tend to fall within the agriculture and livestock sectors. All
opportunities should be made to creating linkages between the health sector and these other
sectors.
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1.3 Vitamin A supplementation in Tanzania

Approaches for distributing vitamin A supplements to children in Tanzania have evolved
over the years. In the 1980s, vitamin A capsules were included in the essential drug kit and
were distributed through a disease-targeted approach. Vitamin A was given therapeutically to
children aged 6-59 months at government owned primary health care facilities to treat
xerophthalmia and diseases precipitating VAD?.

By 1997, the government recognized that all children are at risk of VAD, and VAS was
integrated into routine EPI for all children aged 6-24 months as well as postpartum women.
Coverage of VAS through routine EPI services was low (55% in 1999) and did not cover
children aged 2-5 years who were also at risk of VAD.

To improve coverage and reach all children aged 6-59 months, VAS was linked with sub-
national immunization days for measles in 1999 and 2000. The high coverage achieved
through this approach (>90%) led the government to opt for twice yearly VAS of children
aged 6-59 months during the commemoration of the Day of the African Child (DAC) on 16
June and World AIDS Day (WAD) on 01 December. These twice-yearly events have
consistently achieved over 90% coverage.

Following the successful implementation of twice-yearly VAS, the Ministry of Health and
Social Welfare (MoHSW) through Tanzania Food and Nutrition Centre (TFNC) and other
stakeholders decided to integrate deworming of children aged 12-59 months with VAS,
beginning in December 2004. The rationale behind the integration was the fact that the target
groups for VAS and deworming are similar and therefore the concurrent administration of the
supplements and deworming drugs would be a cost effective approach. Furthermore, the
interventions complement one another because worm infections can reduce the absorption
and utilization of vitamin A and thereby reduce body vitamin A stores.

With high coverage of VAS at the national level, the emphasis has turned to improving
coverage in low-performing districts (districts with coverage <80%), and in improving the
sustainability of VAS in Tanzania by advocating and assisting districts to plan and budget for
VAS in their annual Comprehensive Council Health Plans (CCHPs).

i Measles, persistent acute diarrhea, lower respiratory tract infection, and protein-energy malnutrition

4
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2. Control of soil transmitted helminths
2.1 Soil transmitted helminths in Tanzania

Soil-transmitted helminths (STH)’, known commonly as ‘worms’, are a public health
problem in Tanzania. Infections usually begin once a child becomes mobile in early
childhood, and infections accumulate as the child gets older, peaking in the school-age years
and early adulthood. While the burden of infection is lower in preschool-aged children, the
implications for their nutritional status are much greater because worm burdens can
precipitate micronutrient deficiencies in children with poor diets.

Available data from several parts of Tanzania indicate that 60 to 80% of school children are
infected with worms™. Worm infections are contracted when walking barefoot in faecal-
contaminated soil (hookworms), consuming faecal-contaminated food and liquids and by a
lack of adequate sanitation and hygiene, particularly hand-washing. Consequences of worm
infections vary depending on the type of worm, the age of the infected individual, their worm
load and general health and nutrition status. Consequences include micronutrient deficiencies,
particularly of iron and vitamin A, weight loss and poor growth, and intestinal obstruction.
These nutritional deficiencies can also impact negatively on the psychomotor and cognitive
development of children.

2.2 Strategies to prevent and control STH

Strategies to prevent and control STH include deworming (antihelminthic treatment) of high-
risk groups, and the promotion of good sanitary and personal hygiene practices.

In Tanzania, deworming tablets are provided to children aged 12-59 months throughout the
country every six months. School-aged children should also be given deworming tablets
every six months, but these interventions have not yet reached national coverage. Pregnant
women are given a deworming tablet in the second trimester of pregnancy.

Key hygiene and sanitary practices include the use of shoes and latrines, as well as
handwashing. Handwashing should be done after defecation, before food preparation, before
eating or feeding a child, and after attending to a defecating child.

2.3 Deworming in Tanzania

The deworming of all children aged 12-59 months began in December 2004 when it was
linked with the twice-yearly VAS. Since 2004, coverage has been more than 90%.

School-aged children 7 to 14 years are covered through the school-based deworming
program. This program was launched in July 2005. It has been implemented in phases with
phase one implemented in 11 regions in 2005, phase two in 2007 when 80% coverage was
attained, and the last phase in 2008 where six regions in mainland were involved.

* Common STHs include round worm, hookworms and whipworms

4 Knopp et al (2008) Spatial distribution of soil-transmitted helminths, including Strongyloides stercoralis,
among children in Zanzibar. Geospatial Health 3(1), 2008, pp. 47-56

3 The Partnership for Child Development (1998). The health and nutritional status of schoolchildren in Africa:
evidence from school-based health programmes in Ghana and Tanzania, Transactions of the Royal Society of
Tropical Medicine and Hygiene 92 (3): 254-261.
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Since 2005 pregnant women have been provided with deworming drugs through antenatal
clinic visits during the second trimester of pregnancy

3. Purpose of the guidelines

The MoHSW has taken the initiative to develop the Implementation Guidelines for VAS and
Deworming in Tanzania to assist stakeholders in planning, coordinating, implementing, and
monitoring the provision of VAS and deworming, and to evaluate performance. It focuses on
vitamin A supplementation of children aged 6 - 59 months and postpartum women, and
therapeutic treatment with vitamin A supplements. It also provides guidance on the
deworming of children aged 12-59 months, since this intervention is linked with twice-yearly
VAS.

The Implementation Guidelines on VAS and Deworming is an important job aid for
stakeholders involved in the provision of health services for children aged less than five years
and postpartum women, including national level health planners and coordinators, Regional
Health Management Teams (RHMTs), Council Health Management Teams (CHMTs) and
health service providers.

These guidelines should encourage a continued commitment to reach every child and
postpartum women in Tanzania with vitamin A supplements. Sustained high coverage of
VAS will help Tanzania move closer towards the achievement of the Millennium
Development Goal 4 for the reduction of child mortality.



IMPLEMENTATION GUIDELINES FOR VITAMIN A SUPPLEMENTATION AND DEWORMING

Part II: Preventive vitamin A supplementation and deworming

Until vitamin A intake through the diet improves, regular preventive administration of
vitamin A supplements (VAS) to children and women is necessary for protection against
vitamin A deficiency by improving their vitamin A status. Similarly, until worm infection
rates decline to safe public health levels, regular deworming for children and women is
necessary. In order to be effective, the correct dose and frequency of administration should
be observed.

1. Target groups
1.1 Vitamin A supplementation

The target groups for preventive VAS are:
* Non-breastfed infants aged 0-5 months
* Children aged 6 to 59 months
* Postpartum women within 8 weeks of delivery

1.2 Deworming

The target groups for routine deworming are:
* Children aged 12-59 months
* School-aged children
* Pregnant women in their second trimester

These guidelines consider deworming only for children aged 12 to 59 months through
the twice-yearly VAS events.

Other target groups, including school-aged children and pregnant women are addressed by
other programmes (school-based deworming programme and antenatal care services).

2. Dose and schedule
2.1 Vitamin A supplementation

Table 1 shows the dose and frequency with which vitamin A supplements are given to
children and postpartum women. There are three types of vitamin A capsules commonly used
in Tanzania: 100,000 IU capsule which are usually blue in colour, and 200,000 IU capsules
which are usually red in colour, 50,000 IU which are usually white opaque in colour.

When 50,000 IU vitamin A capsules are not available health service providers should give
half a blue capsules (100,000 IU).

Red (200,000 1U) capsules are given to
children over 11 months of age. If blue
capsules are unavailable, half of the red
capsule is administered to children 6-11
months of age.




IMPLEMENTATION GUIDELINES FOR VITAMIN A SUPPLEMENTATION AND DEWORMING

Table 1: Dose and frequency of VAS for children and postpartum women

Target group Dose of vitamin A | Frequency of administration*
capsule (IU)

Non-breastfed infants aged 50,000 Once at earliest contact with health

0-5 months® worker

Children aged 6-11 months 100,000 Once at earliest contact with health
worker after six months of age’

Children aged 12-59 months 200,000 Every six months

Postpartum women within 8 200,000 Once at earliest contact with health

weeks of delivery worker after delivery and within 8
weeks of delivery

* Children should not receive a vitamin A supplement if they received a supplement in the previous one month.

It is important for health care workers to understand that if a child comes to the health centre
at 6 months he/she should be given a vitamin A dose (100,000 IU), and it should not be
assumed that the child will receive a dose through twice-yearly VAS. Every opportunity
should be taken to ensure the child is well covered, an overdosing is difficult.

It is difficult to overdose a child or non-pregnant woman with vitamin A. Studies show that
monthly high doses are still safe for children. In addition, a child dosed within one week of
the last supplement is still within safe intake levels®. Otherwise side-effects may occasionally
occur but are minor, temporary and do not require specific treatment. These transient effects
include headache, inter-cranial pressure, nausea and dizziness’. When vitamin A is
administered in recommended doses, there are no serious or permanent adverse effects.

2.2 Deworming

Table 2 shows the dose and frequency with which deworming tablets are given to children
and postpartum women. Both albendazole and mebendazole are effective and very safe
deworming drugs for all target groups, including pregnant women in the second and third
trimester of pregnancy. Temporary and minor side effects occur in only 1 - 5% of individuals
and include nausea and abdominal discomfort'”.

6 Almost all mothers are able to breastfeed, however there are some exceptional circumstances in which the
mother is unable to do so. They include the death or serious illness of mother, or serious illness or disabilities of
the infant which hinder their ability to breastfeed.

7 To enable infants to receive the first vitamin A capsule at 6 months of age, at the vulnerable period of life
when complementary feeding begins, it would be beneficial to include an additional EPI contact at 6 months of
age for VAS. This strategy is currently being considered in Tanzania.

8 Allen, LH & Haskell M. (2002). Estimating the potential for vitamin A toxicity in women and young

children. Journal of Nutrition 132, 2907S-2919S.

’ WHO/UNICEF/IVACG Task Force (1997). Vitamin A supplements. A guide to their use in the treatment and
prevention of vitamin A deficiency and xerophthalmia. World Health Organization, Geneva.

" WHO (2004) How to add deworming to vitamin A distribution. World Health Organization, Geneva.
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Table 2: Dose and frequency of deworming

Target group Dose Frequency of administration

Children aged 12-23 months* Mebendazole 500 mg or | Every six months
Albendazole** 200 mg

Children aged 24-59 months Mebendazole 500 mg or | Every six months
Albendazole 400 mg

Postpartum women Mebendazole 500 mg or | Once at the earliest opportunity
Albendazole 400 mg in the second trimester of

pregnancy
* Infants aged less than 12 months who are suffering from STH should be referred to a medical practitioner for
treatment.

** Mebendazole is the drug of choice for deworming children aged 12-59 months in Tanzania because the dose
is the same for all children in this age range.

3. Delivery mechanisms for children aged <5 years
3.1 Twice-yearly VAS and deworming

Scheduling

Vitamin A supplementation (VAS) and deworming in Tanzania is distributed through a
preventive delivery approach for children aged 6-59 months and is scheduled twice a year
around the time of the Day of African Child in June and World AIDS Day in December. It is
best to keep to this schedule to ensure an equal interval of 6 months between each dose of
vitamin A and deworming tablet. However, if there are good reasons to adjust this schedule
(for example, to link VAS and deworming with other health service events such as mass
immunization campaigns) then this is acceptable. It is safe to give a child another vitamin A
capsule after one month of a previous dose, however, for greatest public health benefits the
interval should be kept between 4-6 months.

The scheduling cycle for conducting twice-yearly events is elaborated in Annex 1.

Service delivery points

Where possible, existing service delivery points should be used for the twice yearly VAS and
deworming. The sites should be located in well-known areas with adequate space for large
groups of people, such as health facilities, schools, markets, bus stands, railway stations and
government offices. It is important to ensure that the distribution of service delivery sites is
done in accordance with population size and density data as well as geographical proximity.
Ideally a post should serve 300 and 400 clients in village and town settings, respectively. The
in-charge of the local health facility should draw a map showing the location of all service
delivery points in their catchments area for easy identification. Where new sites need to be
established, representatives from the community should be involved in identifying
appropriate sites.
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It is important to notify community members through community leaders about the location
of the selected service delivery sites in their area during community mobilization meetings
and dates of VAS and deworming,

Service providers
Ideally there should be three service providers at each service delivery point, although this
can be adjusted according to the expected client load:

1. Community Mobilizer: The role of the community mobilizer is to raise awareness
among community members on the benefits, location and scheduling of VAS and
deworming. Community mobilizers should have a basic understanding of the benefits
of VAS and deworming and should have the necessary interpersonal skills to
encourage caregivers to bring their children to receive the services. Any Community
Owned Resource Person (CORPs) such as a teacher, civil society leader, agriculture
extension worker, faith based leaders or other respected and influential persons could
serve as a community mobilizer.

2. Vitamin A supplement and deworming drug administrator: The administrator of
vitamin A supplements and deworming drugs should be trained or oriented on
provision of the services. He/she should be able to administer the correct dosage of
vitamin A supplements and deworming drugs according to the guidelines. He/she
should also have an understanding on safe keeping of vitamin A capsules and
deworming drugs.

3. Recorder: The recorder for VAS and deworming activities should be a literate person
who is capable of writing and reading correctly, and understands the service
procedures well. The recorder will indicate doses taken on tally sheets which will be
used later for reporting coverage.

3.2 Routine EPI

Scheduling

Administration of vitamin A supplements to children through EPI takes place throughout the
year. Routine VAS for children is scheduled at 6-month intervals starting from 9 months
during measles vaccination onwards. However, children aged 6-8 months are at risk of VAD
and the child should receive the vitamin A supplement at the first contact with a health
facility from 6 months of age. Plans are underway to introduce a contact at 6 months of age in
the routine EPI schedule.

Service delivery points

The service delivery sites for VAS under routine EPI are the same sites where other EPI
services are delivered. They include health facilities (hospitals, health centres and
dispensaries), outreach services and mobile services.

Service providers

Health service providers for VAS are the same providers for EPI'and other health services.
They include nurses and nurse attendants.

10
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4. Postpartum women

Scheduling

Women delivering at health facilities should receive 200,000 IU immediately after delivery
as part of regular maternity services. Efforts should be made to ensure that maternity wards
have adequate vitamin A supplies estimated according to the average number of deliveries at
the facility in any given time period.

Women delivering at home should be encouraged by village health workers, community
leaders and family members to report to the health facility within 8 weeks of delivery, but
ideally as soon after delivery as possible, for their vitamin A supplement.

Service delivery points
Service delivery points include maternity wards at both private and government dispensaries,

health centres and hospitals.

Service providers
Service providers of VAS for postpartum women are nurses and health attendants.

5. How to administer vitamin A supplements and deworming tablets

Before administering vitamin A supplements and deworming tablets it is important to
determine the age of the child and their appropriate dose. Box 2 is a flowchart to explain the
dosing for children by age.

Box 3 provides guidance on how to administer vitamin A supplements and deworming tablets
appropriately. Vitamin A supplements are always squeezed into the mouth, never swallowed
whole, whereas deworming tablets should be chewed by the child. All doses should be given
directly to the child and not sent with the child for administration at home.

11
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Box 2: How to determine correct doses of vitamin A and deworming medicine by age

Flowchart for determination of vitamin A supplementation and
deworming dosing by age
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Box 3: How to administer vitamin A supplements
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The following things should be kept in mind during administration of VACs and deworming
tablets:

* Never give a whole vitamin A capsule to a child to chew or swallow as there is a
serious risk that the child will choke on the capsule.

* Never give a capsule to a caregiver to administer at home (e.g. if a child is asleep or
upset). Request the caregiver to wait until the child is ready to receive the vitamin A
supplement.

* If the distribution point runs out of red (200,000 IU) capsules, two blue (100,000 IU)
capsules can be given in place of one red capsule. If the distribution point runs out of
blue capsules squeeze half the number of drops from a red capsule into the mouth of a
child aged 6-11 months. In order to determine how many drops are in a red capsule,
open a capsule and count the number of drops while squeezing contents into a waste
bin.

* Never force a child to take a deworming tablet, as there is a serious risk that the child
will choke on the tablet. If the child is upset, request the caregiver to wait until the
child is ready to receive the tablet. Never encourage a child to swallow a deworming
tablet whole, as there is also a risk of choking. The child should be encouraged to
chew the tablet.
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Part III: Treatment of Vitamin A Deficiency

Treatment with vitamin A supplements is needed for children suffering from xerophthalmia
and diseases that can precipitate vitamin A deficiency (VAD). This treatment is needed IN
ADDITION TO, and not in place of their preventive vitamin A supplementation (VAS)
because xerophthalmia and other diseases require additional supplementation to recover from
illness and restore body vitamin A stores. This section describes the target group for
treatment, the dose and treatment schedule, and delivery mechanisms.

1. Target groups for treatment
The following diseases and illnesses require vitamin A supplementation:

e Active xerophthalmia (Night Blindness, Conjuctival Xerosis, Bitot’s spots, Corneal
Xerosis, Corneal Ulceration and Kerotomalacia and Corneal Scars)

* Measles

» Lower respiratory tract infection (LRTI), such as pneumonia and tuberculosis

* Persistent diarrhoea (lasting for more than 14 days)

e Severe acute malnutrition (defined as a mid-upper arm circumference less than 11.5
cm or weight-for-height less than -3 SD)

2. Treatment schedule

Table 3 provides the treatment schedule for xerophthalmia, measles, LRTI and persistent
diarrhea for all age groups except women of reproductive age.

Table 3: Treatment schedule for xerophthalmia, measles, LRTI and persistent diarrhea
all age groups except women of reproductive age”

Age Vitamin A supplementation dose au)’

1* Day 2" Day* 2-4 weeks later*
0-5 months 50,000 50,000 50,000
6-11 months 100,000 100,000 100,000
12 months and above 200,000 200,000 200,000

? Vitamin A supplementation is provided in conjunction with treatment of active xerophthalmia (night blindness,
corneal ulcers and Keratomalacia), measles, LRTI, persistent diarrhoea (lasting for more than 14 days), and
severe acute malnutrition.

® For oral administration (vitamin A capsules)

° The mother or other responsible person can administer the next-day dose at home
4 To be administered at a subsequent health-service contact with the individual

Corneal xerophthalmia (corneal ulceration and keratomalacia) is a medical emergency. VAS
must be administered immediately according to the schedule shown in Table 3. In order to
treat or prevent a secondary bacterial infection, which would compound corneal damage,
topical application of an antibiotic eye ointment such as tetracycline or chloramphenicol, is
recommended. Ophthalmic ointments containing steroids should never be used in these
circumstances. To prevent trauma to the cornea, the eye should be protected by a shield, and
in the case of young children, it may be necessary to restrain eye movements.
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Women of reproductive age with night blindness or Bitot’s spots should be treated with a
daily oral dose of 5,000-10,000 IU for at least 4 weeks or weekly doses of 25,000 1.U. for at
least four weeks. If these supplements are not available, women should be advised to
consume vitamin A rich foods. When severe signs of active xerophthalmia (i.e. acute corneal
lesions) occur in a woman of reproductive age, whether or not pregnant, it is necessary to
balance the possible teratogenic effect or other risks of a high-dose of vitamin A to the fetus
(in case she is pregnant) against the serious consequences (for her and the fetus) of vitamin A
deficiency. In these circumstances the high-dose treatment for corneal xerophthalmia as
described in Table 3 can be administered'’.

Children with severe acute malnutrition' are given a single dose on admission (Day 1) unless
they have bilateral pitting oedema. Children with bilateral pitting oedema on admission
should receive a single dose of vitamin A on week four of treatment. Any child that develops
signs of vitamin A deficiency should be treated as indicated in Table 3.

" wHO (1997). Safe vitamin A dosage during pregnancy and the first 6 months postpartum. Report of a
consultation, Geneva 19-21 June 1996, Geneva WHO 1997 (unpublished document WHO/NUT/97.2, available
on request from program of Nutrition WHO 1211 Geneva 27, Switzerland)

2 Diagnosed as a mid-upper arm circumference <11.5 cm and/or weight-for-height z-score <-3 SD and/or
bilateral pitting oedema. '
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Part IV: Supplies and Logistics

The key logistics are those related to procurement, distribution and storage of vitamin A
supplements, deworming tablets and related supplies, as well as human resource allocation
and transportation. Procurement involves the timely purchase of appropriate quantities of
supplies, according to the size of the population, its age distribution and the conditions to be
treated.

1. Supplies necessary for VAS and deworming and their sources
The following table presents information on the main supplies needed for VAS& deworming
activities. Different partners are responsible for ensuring the correct supplies are provided, as

seen in the table.

Table 4;: Necessary supplies needed for VAS and dewormin

100,000 IU vitamin A capsules (blue)
200,000 IU vitamin A capsules (red)
Deworming tablets (500 mg Mebendazole or
200/400 mg Albendazole)

Scissors or clean nail clippers to cut capsules
Clean safe water and spoons to crush and mix
deworming tablets for young children who
are unable to safely chew deworming tablets.
Waste basket or box for disposing of empty
capsules and other waste

Job aids and IEC materials

Tally sheets for both VAS and deworming

Summary forms

For the purposes of the guidelines on supply management, we are only discussing supply
issues related to Vitamin A capsules (VACs) and deworming tablets.

2. Supply chain
The supply chain involves close coordination among a number of parties and players.

Yearly supplies

At the national level, TENC forecasts the supply needs for VACs and mebendazole for the
upcoming year. This includes needs for routine, mass and disease-targeted distribution (see
Section 3 below for more details on how supplies are forecasted). Currently the list for
VACs is provided to UNICEF who procures VACs through a donation from the Canadian
International Development Agency. After VAC supplies are received at the port, they are
stored at Medical Stores Department (MSD) until they are needed for a distribution round.
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Supplies per distribution round

Before each distribution round, TFNC generates a distribution list for each district for
predicted needs for VACs and deworming tablets. This distribution list is sent to MSD. MSD
is responsible for ensuring each district receives the necessary supplies of VACs and
deworming tablets on time. Every attempt is made by TFNC to share these distribution lists
with the districts ahead of time for any comment or correction. MSD then transports the
supplies to the districts. The district pharmacists receive the supplies on behalf of the District
Medical Officer (DMO) for the district. At the district level, the DMO ensures distribution of
appropriate amounts of VACs and mebendazole tablets to all health facilities and posts
engaged in VAS and dewoming activities. At the district level, it is important to ensure that
the distribution of service delivery points is done in accordance to population size and density
data as well as geographic proximity. This includes providing appropriate capsules for both
100,00 IU and 200,000 IU at each facility.

Timely procurement is important and this requires effective cooperation between the Ministry
of Health and Social Welfare and development partners. MSD has to ensure timely
distribution of the supplies to districts.

Schedule for procurement of supplies per round

* TFNC submits distribution list to MSD: at least three months before distribution round
(pending coverage report of previous round from district)

* MSD provides supplies to district: at least two months before the distribution round

* District supplies facilities: at least one month before distribution

3. Forecasting supply requirements

It is important that the correct estimations are made to ensure adequate supplies are available
for the target population without wasting excessive numbers of capsules and tablets.
Estimated supplies for the following target populations are needed: 6-11 month old children,
12-59 month old children and post partum women.

Step 1: Determine the target population for VAS&D for the district

Estimating the target populations

All forecasted supplies are based on target populations provided by the National Bureau of
Statistics (NBS), projected from census data. For the first step in calculating the
requirements, we need to consider the focal (target) population size. NBS data are presented
as below in Table 5. Table 5 is an example of NBS data projections for District X which has
1,324,826 children aged less than 7 years in 2008/09. However, supplies are only needed for
children under 5.

* The target population for children 6-11 months of age is equal to half the population
of children in the age group indicated as ‘0.

* The total population of children 12-59 months of age is equal to the total population
in age 1 + age 2 + age 3 + age 4.

* The target population for post partum women is equal to the total number of children
age 0 (as this is the same as the total number of new children (i.e births) in one year.
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Table 5: Example of district population table (NBS)

District X Population in Single Year

by Sex
Year Age(years) Both Sexes
2009
All Ages 1,324,826
0 41,962
J 1 41,205
2 39,993
3 39,477
4 38,841 -
5 38,392
6 37,236

Based on these calculations, the following target populations for Year 2009 in District X
would be:
Children aged 6 — 11 months = 41,962 /2= 20,981

Children 12-59 months = 41,205 + 39, 993 +39, 477 + 38, 841= 159,516

Postpartum women = 41,962

Step 2: Calculate VITAMIN A needs for MASS DISTRIBUTION (twice-yearly
activities). Assume 100% coverage.

We have two types of vitamin A capsules, i.e.
* blue capsules (100,000 1.U.) for children aged 6—11 months
* red capsules (200,000 I.U.) for children aged 12—-59 months

We assume distribution losses for each type of supplement to be 5%.

Therefore requirements per round are:

1) (a) Vitamin A capsules of 100,000 L.U. =} Population aged 6—11 months
(blue capsules) required
- 20,981

(20,981 X 0.05)= 1050
22,031 capsules

(b) + 5% extra to allow for losses/waste

Il
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Since pack sizes contain 500 capsules, the packs required are

Number of packs @ 500 capsules = 22031 = 44.1 or 45 packs
500

Do not ignore 0.1 pack as it is equal to 50 capsules

Always round up the next whole number in all calculations!

(i) (a) Vitamin A capsules of 200,000 L.U. = } Population aged 12—-59 months
(red capsules) required
= 159,516
(b) + 5% added for losses/waste = (159,516 X 0.05) = 7976
= 167,492
Number of packs @ 500 capsules = 167,492 = = 335 packs
500

Therefore the amounts of vitamin A capsules for 2 rounds of coverage (the entire year) in
District X will be double the amount of each.

Table 6: Estimated VAC needs for twice-yearly supplementation

Packs Requested for 2
Capsule Type i Capsules Requested
100,000 IU capsules 90 45,000
200,000 IU capsules 670 335,000

Step 3: Calculate VAS needs for Routine & Disease-Targeted Distribution requirements
The supplies required for routine administration of preventive vitamin A at the health

facilities is calculated using the EPI method. This method is as follows and is broken
down by 100,000 IU and 200,000 IU capsules, based on age during EPI visit.

100,000 IU capsules: Calculate the routine supplies of 100,000 IU capsules needed
throughout the year.
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This is based on the target population of children who will come for their routine measles
vaccination at 9 months of age, which is estimated at 80% of the population based on
measles immunization coverage rates. As for mass campaign supplies, consult the district
NBS office. Again, we assume a 5% loss or buffer against underestimation.

(a) Target population for VAS during
routine measles immunization children aged <1 year
in the year for district X at X 80%
80% coverage

Il

(20,981 x 0.8) = 16,785

(b) 10% added for disease-targeted = (20,981 x 0.10) = 2,098
(therapeutic) supplementation

(c) Additional coverage for 5% waste = (20,981 x 0.05) = 1,049

(d) Total capsules needed =16,785 + 2,098 + 1,049

=19,932

19,932
500

Number of packs @ 500 capsules

39.86 or 40 packs of 500

200,000 IU capsules: Calculate the routine supplies of 200,000 IU capsules needed
throughout the year

The 200,000 IU capsules are needed for both children 12-59 months as well as
postpartum women VAS. Children in this age range should be supplemented as soon as
possible after they turn 1 year of age every 6 months thereafter. Current coverage rates
for children > 1 supplemented through EPI routine coverage is low, estimated across all
contact points to be roughly 30%. The target population for postpartum women can
reasonably be estimated from the number of children <1 (Age 0).

(1) Children 12-59 months

(a) Target population for VAS during
routine measles immunization children 12 — 59 months
in the year for district X at X 30%
30% coverage

(159,516 X 0.3) = 47,855
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(b) 10% added for disease-targeted = (159,516 X 0.10) = 15,952
(therapeutic) supplementation

(c) Additional coverage for 5% waste =(159,516 X 0.05) =7,976

(d) Total capsules needed = 47,855 + 15,952 + 7,976

= 71,782 {

(2) Postpartum women

(a) Target population for VAS during

after delivery of post partum = # age 0 children
women
= 41,962
(b) Additional coverage for 5% waste = (41,962 X 0.05) = 2,099
(c) Total capsules needed =41,962 +2,099
= 44,060

Total 200,000 IU capsules needed for children 12-59 months of age and post partum women
= 71,782 + 44,060
=115,842

Number of packs @ 500 capsules = 115,842

= 231.7 or 232 packs of 500

Table 7: Estimated needs for VAC capsules for routine supplementation

A

, Packs Requested for 1 year
Capsule Type for Routine of routine siipplementidion Capsules Requested
100,000 IU capsules 40 20,000
200,000 IU capsules 232 116,000
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Step 4: Sum the annual Vitamin A capsule requirements

The total supplies of vitamin A for both mass distribution and routine supplies are
summed from both individual calculations. In summary, the annual requirement of
vitamin A capsules for District X is as follows:

Table 8: Total number of capsules needed for District X for all vitamin A
supplementation in year 2009

1. Mass 2. Routine & 3. Total
Capsule Type distribution therapeutic needed
distribution
100,000 IU capsules 45,000 20,000 65,000
200,000 IU capsules 335,000 116,000 451,000

The amount to be procured or requested by the district from national level should be
determined after adjusting for the amount of vitamin A supplies in stock, of each type, that
will not have expired by the end of the programmed year.

Step 5: Calculate deworming tablets required

Calculations for the number of tablets required for deworming is simpler than for that of
vitamin A as they are only calculated for mass distribution and for one age group (12-59
month old children).

Calculating the target population

Target population for deworming = children aged 12-59 months

= Number of children aged 1, 2, 3 and 4 years of age
41, 205 + 39,993 + 39, 477 + 38, 841
159,516

Calculating the required amount of mebendazole tablets

There is one type of mebendazole, 500 mg tablets, which is a single deworming dose for each
child aged 1259 months. The acceptable distribution losses for the tablets are 5%.

Mebendazole tablets required }= Population aged 12—59 months + 5% waste

Il

159,516 x (100% +5%)

|

159,516 x 1.05

Il

167,492 Mebendazole tablets
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Since pack sizes contain 100 tablets, the packs required are

= 167,492 = 1,675 packs
100

Therefore the amount of mebendazole required for 2 rounds (the entire year) in district X will
be double the amount of each round (1,675 packs x 2) = 3,350 packs.

The amount to be procured or requested by the district from national level should be

determined after adjusting for the amount of mebendazole in stock that will not have expired
by the end of the programmed year.

After completing all 5 steps of this calculation, the total annual need for District X in Year

2009 would be:

Table 9: Final forecasted supply needs for District X in one year

Supply Type Capsules/Tablets Tins or Packets Requested
PPy 1Yp needed

100,000 IU capsules 65,000 130 tins @ 500 capsules

200,000 IU capsules 451,000 232 tins @ 500 capsules

Mebendazole 167,500 1,675 packs @ 100 tablets

4. Supplies management

Ensuring that enough Vitamin A capsules and deworming tablets are available is one of the
most critical factors for success of VAS. Running out of supplies during supplementation will
severely reduce coverage. Once supplies have been received by the district, ensuring an
adequate supply to the distribution points is fundamental.

Supplies should be collected or received at least one month in advance of the twice-yearly
event, and distributed to all health centres at least two weeks before the supplementation
exercise.

4.1 Storage of vitamin A capsules and deworming tablets
Vitamin A capsule

The chemical stability, and therefore the biological activity of vitamin A, is affected by
temperature and exposure to sunlight and other sources of ultraviolet light. The useful shelf-
life of vitamin A capsule in a properly stored, unopened, opaque container is estimated to be
at least 3 years' Therefore they should be stored in opaque containers for protection against
light.

1 Based on bottle expiry date
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Deworming drugs

Storage of deworming drugs is the same as other drugs; therefore the same standard
procedure considering chemical stability should be followed and maintained.

In all events it is important to check the expiry date of the capsules and tablets so that any old
stock should be used prior to the new stock.
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Part V: Planning and budgeting for VAS and deworming

Planning and budgeting for VAS and deworming are important considerations for
implementation of program activities and sustainability. Program activities include;
procurement and distribution of supplies, financial support, production and distribution of
IEC materials and monitoring forms, training and orientation of facilitators and social
mobilization. Planning and budgeting are normally done at all levels of program
implementation including national, regional, district and community levels.

1. Budgeting under Councils Comprehensive Health Plans (CCHP)

Councils are required to plan and budget in advance for VAS and deworming in the annual
CCHP for smooth implementation of program activities including social mobilization,
distribution of supplies, administering VAS and deworming, supportive supervision, data
compilation and report writing.

With shift of donor support of funding from direct support to basket fund and general budget
support, district health offices should prioritize activities for VAS and deworming and ensure
they are incorporated into their CCHPs and MTEFs. The planning should be carefully
thought so that all the young children (age 6-59 months) at risk of vitamin A deficiency
(VAD) and worm infestation are reached with the biannual VAS and deworming services.
One of the most important factor is the accessibility of the distribution sites to the target
population. The number and location of the distribution sites should be determined in
collaboration with community leaders in order to improve and sustain the sense of ownership
of the program by communities and get all the necessary support to the biannual events from
community leaders and members. Moreover, community leaders have a better knowledge of
the accessibility issues and how to reach the at- risk- populations.

Planning has to involve all the key stakeholders at community and district levels. Holding
meetings of Primary Health Committee (PHC) alongside preparation of the biannual VAS
and deworming events or at least making VAS and deworming events an important agenda in
PHC meetings is paramount. The PHC meeting is headed by the District Commissioner (the
representative of the President at district level) and it is attended by heads of all functional
departments in the districts, and heads of community-based, faith-based organisations and
non-governmental organizations operating in the district. Therefore, including VAS and
deworming as agenda in PHC meetings broadens a chance of increased political will and high
level decision makers support and thus committing resources in favour of the events.

It is good for the district to establish a general cycle of VAS and deworming activities and
have a count-down check list in order to ensure that all preparations are in good timing as
planned. The following cycle, built up from agreements in zonal and regional level VAS and
deworming could help districts to ensure planning is done in time.
April-May: Intensive preparations for the June round of VAS and deworming
events, The preparations could include organizing mass media announcements
particularly using media agencies available in district; region or zone localities,
community level promotions, training or orientation of health service providing
teams; ensuring the vitamin A capsules, deworming and other key supplies like
scissors, monitoring forms and plastic bags to facilitate safe disposal of used vitamin
A capsules are already available in the districts and are distributed to service posts.
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June: Implementation of VAS and deworming services, supervision and
observational visits completion of tally and summary forms to record children and
enable calculation of service coverage.

July—-August: District completes summarizing report on the events including
coverage of the services and a narration of important lessons to facilitate future
improvements or sustain the good practices. The reports on coverage, successes,
constraints and way forward are shared with the regional level which in turns
compiles report from all district and share with the national level.

September—October: National level compilations and feedback to regions and
districts with suggestions for improvement.

October—November: Intensive preparations for the December round of VAS and
deworming events, The preparations could include organizing mass media
announcements particularly using media agencies available in district, region or zone
localities; community level promotions; training and orientation health service
providing teams, ensuring the vitamin A capsules, deworming and other key supplies
like scissors, monitoring forms and plastic bags to facilitate safe disposal of used
vitamin A capsules are already in the districts and are distributed to service posts.

December: Implementation of VAS and deworming services, supervision and
observational visits completion of tally and summary forms to record children and
enable calculation of service coverage.

January-February: District completes summarizing report on the events including
coverage of the services and a narration of important lessons to facilitate future
improvements or sustain the good practices. The reports on coverage, successes,
constraints and way forward are shared with the regional level which in turn compiles
report from all districts and share with the national level.

March-April: National level compilations and feedback to regions and districts
with suggestions for improvement.

It is important to note that in every activity components the details of different tasks and
resource requirements have to be clear to members of the district and community planning
teams. For example in training, a training plan will need to consider time needed, number of
trainees, methodology, content and the budget implication. Similar considerations will be
required for planning training of supervisors on skills and observation of the distribution
activities and exit interviews to child caretakers.

In demand creation activities such as those on community mobilization, key messages should
be developed, and a selection of audiences and channels are paramount. It is equally
important to plan logistics of the supplementation system (detailed in part IV above), In
summary the amount of key supplies (vitamin A capsules and deworming tablets) has to be
determined and ordered, ensure provision for adequate storage and identify distribution
mechanisms. Preferably requests should be made early enough to allow for distribution of the
supplies within the district using the routine distribution and supervision without additional
distribution costs.
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2. Planning and Budgeting Tools (PBT)

There are different types of planning and budgeting tools that are used for facilitating realistic
budgeting. The PBT developed by TFNC and HKI utilises the following parameters to make
realistic budgets: target population, number of distribution posts, staffing of distribution
posts, total number of supervisors, social mobilization costs, tally sheets, registers and other
stationery costs, fuel costs and per diems. The PBT is an excel-format tool that is freely
available and widely distributed for use. The district level Vitamin A focal person should
have a copy of the PBT for anyone to use. If not, contact TFNC for guidance.
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Part VI: Monitoring, Reporting and Evaluation

Monitoring is a continuous process of tracking and assessing whether the VAS and
deworming activities are achieving the desired goal. Monitoring requires good supervision, a
clear set of forms, indicators and reporting lines and national coordination of the data. In
order to monitor VAS and deworming activities effectively there should be well-defined
indicators and tools.

1. Monitoring and reporting

1.1 Purpose of monitoring

The purpose of monitoring VAS and deworming activities is to:

o Gather information and data for VAS and deworming activities planning and
implementation

* Assess coverage of the service among children and post partum women

* Improve upon the performance of the program activities

* Document information for dissemination, reference and share best practices between
relevant stakeholders, partners and the community at large.

1.2 Monitoring indicators

Table 5 summarizes the indicators for monitoring the performance of VAS and deworming.

Table 10: Monitoring indicators for VAS and deworming

Information Indicators Means of verification
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1.3 Monitoring instruments
Tally sheets (Annex 2)

Tally sheets provide the ‘raw data’ for all VAS activities and are the basis for all coverage
calculations, whether through routine or twice-yearly supplementation. One tally sheet is
used per distribution point per day during campaigns, and there are separate tally sheets
for VAS and deworming. The Vitamin A tally sheet is also used in routine EPI coverage,
along with immunization tally sheets. They are filled in by health care workers at the time of
dosing the child with vitamin A capsules and/or deworming tablets. The approved tally sheet
is included in Annex 2. Tally sheets have separate sections for children 6-11 month olds and
12-59 month olds. Tally sheets should also report the number of health care workers and
volunteers at the distribution point, if dosing is done during a campaign.

Using a tally sheet

At the start of the day before the campaign begins, the health worker should start a new tally
sheet, fill out the information required, including date, supervisor and number of VA capsules
in stock.

During the campaign activities, after each child is dosed with vitamin A or deworming
tablets, the tally sheet should be marked by a health worker. For each child a slash should be
made through the next consecutive number on the tally sheet. For example, if 2 children
under 11 months have been dosed and another child of 7 months is dosed, the person taking
the tally should slash a ‘/> or ‘X’ through the number 3 under the section 6-11 months on the
left of the tally sheet to indicate the 3" child dosed. A tally should be marked immediately

after each child is dosed.
2 children dosed: after 3 child dosed:
X[ X[ 3] 4 X|X|X]| 4
5 6 7 8 5 6 7 8

At the end of the day the final slash for each group of children should be the total number of

children dosed for that group. This makes calculating coverage much easier. The total
number of children 6-11 months and the total number of children 12-59 months should be
recorded on the bottom of the page, and then the total number of children 6-59 months should
be added up and also recorded. Then the supervisor should ensure the form is complete and
sign it. The next day a new tally sheet will be used. Once the campaign is completed, all
tally sheets (one per day) should be compiled, summarized and sent to the districts for further
reporting upwards. This should be done within three days of the completion of the VAS
distribution activities.
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Common errors with tally sheets:
* Not using a new sheet every day
* Not tallying in consecutive order of numbering
* Not filling in the date of the distribution represented by the tally
* Not using the latest version of the tally sheet
* Not summarizing data

District officials should ensure that all tally sheets are summarized accurately and in a timely
manner for reporting to the regions. At the time of the collection of the tally sheets, if there
are errors on the tally sheets (not filled in completely or spaces missing in the slashing of the
numbers) they should let the health worker responsible know immediately so they can clarify
any confusion on the sheet. Once all the tally sheets are collected and at the district level, the
district official should summarize all tally sheets by ward and/or village- continuing to
disaggregate the data by age group (6-11 month olds versus 12-59 month olds). Ideally this
should be done in an excel spreadsheet on the computer and not by hand. Once summarized
by ward the district will fill out the Summary Report (Annex 3) for vitamin A and deworming
event.

Data quality:

Spot checking of tally sheets against summarized versions should be done at every level
possible. This means that for a random selection of health facilities, district summary reports
and regional summary reports should be cross-checked against the original tally sheets to
ensure data are summarized correctly.

Summary report forms for vitamin A and deworming event (Annex 3)

The District Summary Report form is used to summarize the data from the tally sheets at the
district level. These reporting forms indicate the complete dates of the exercise, the number
of villages covered and identifies which villages or wards were missed (did not report is
different than missed). All tally sheets used across all days in all distribution sites should be
summarized in one District Summary Report and sent to the regional officials. Unlike the
tally sheets, the District Summary Report requires information about the target population of
the sample. This is the total population of children 6-11 months and 12-59 months of age for
VAS, and children 12-59 months of age for deworming in the area reported (district, ward,
village). Using this information as the denominator, and the total number of children
supplemented as the numerator, the coverage can be calculated as follows:

Coverage of VAS
for 6-11 months old = total number of children 6-11 months of age supplemented
total number of children 6-11 months of age targeted

Coverage of VAS
for 12-59 months old = total number of children 12-59 months of age supplemented
total number of children 12-59 months of age targeted

Coverage of deworming
for 12-59 months old = total number of children 12-59 months of age dewormed
total number of children 12-59 months of age targeted
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Reporting forms are compiled again at the regional level where calculations and target
population estimates should be double-checked for errors. Regional officials should use this
opportunity to supervise districts on reporting and clarify any questions on how reporting
forms should be completed. The regions compile the regional data by district, using a
summary report form similar to the one at the district level (Annex 3) and submit this to the
Tanzania Food and Nutrition Centre (TFNC). Any district not completing the exercise or not
reporting by the deadline should be recorded as 0% coverage for onward reporting. These
districts should be closely supervised to ensure the activity takes place in subsequent rounds.

TFNC at the national level is then responsible for compiling national data on coverage and
ensuring that population estimates are correct. Any errors should be fed back to the level of
the region and the district. TFNC manages and maintains a database on coverage data by
district since the beginning of twice-yearly events and is the central point of information for
all coverage data on VAS for the country.

Box 4: Recommended reporting schedule for coverage data

At the health facility level reports should be collected and submitted for compilation within

3 days post event.

At the district level compilation should be done in 14 days and submitted to regions

At the regional level they will take 7 days to compile and cross check the accuracy of the

data. Regions will then send the reports to the national level with copies to the zone.
Within one month all the reports should have reached the national level

At the national level feedback needs to be sent to the regions upon receiving the reports at

least 3 months before the official commemoration of the forthcoming round.

1.4 Compiling coverage data during twice-yearly distribution rounds

Step 1: Tally sheets are filled out ONE PER DAY PER DISTRIBUTION SITE

Step 2: Tally sheets are summarized at the end of each day

Step 3: All tally sheets for the round within a distribution site (health facility) are compiled,
summarized and included in a report to the district level.

Step 4: Districts compile all summarized tally sheets in an excel spreadsheet by ward.
Step 5: Districts double check summary data against tally sheet data for each facility.
Step 6: Districts send Summary Report to the Region.

Step 7: Regions compile all district summarized data onto a hard copy of the Summary
Report and/or in an excel spreadsheet with data by district
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1.5 Formulae for estimating coverage of VAS and deworming

1) Coverage of VAS
for children 6-11 months = Number of children aged 6-11 months supplemented
Half the census-based projection of the number of
children aged 0 year (0-11 months)

ii) Coverage of VAS
for children 12-59 months =Number of children aged 12-59 months supplemented
Census-based projection of the number of children
aged 1-4 years (12-59 months)

1.6 Reporting for missing data or missed districts

If there is no data available for a district it is important to account for the data in summary
form. There are different scenarios why there may be no available data for a district:

1. The exercise was not completed

2. All health facilities have not reported or tally sheets were lost

3. Some health facilities completed the exercise while others did not

4. No data was filled out even though the exercise was completed

If a district did not complete the exercise within the expected time, coverage should be
recorded as 0% and the total target population should be included in the denominator in any
upwards, summarized, calculations of coverage.

If not all health facilities reported or some data are missing, all efforts should be made to
capture the data from the health facility by direct supervision and follow up. If no tally sheets
were used on the day of distribution or they were lost, coverage should NOT be estimated
based on recall or supplies. This is because 200,000 IU capsules could have been used for
children 6-11 months and accurate headcounts cannot be made. In this case, 0% coverage for
that health facility should be used and all efforts should be made to ensure the tally sheets are
used in subsequent rounds. If a tally sheet is missing for one particular day of the distribution,
that day should be recorded as 0% coverage but all other days can be used for coverage.

2. Supervision
2.1 Regional Supportive Supervision for planning and budgeting

CCHP guidelines

All districts should be budgeting for VASD activities in their Comprehensive Council Health
Plans in the amounts necessary to complete the exercise successfully. Supervisors at the
regional level should take time to ensure budgeting is done accurately and sufficiently and
that two VASD activities per year are incorporated into every CCHP. This supervision can
be completed every December to be in line with final budget submission at the end of January
each year.
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Supply management and ordering

VAC supplies should be completed according to the process outlined in Chapter IV.
Supervisors at the regional level can support coordination between districts and the national
level to ensure supplies reach the districts in a timely manner and are in sufficient quantities.

PBT use and adequacy of planning

Many districts use the Planning and Budgeting Tool (PBT) mentioned in Chapter V as a
means of planning and preparing for the twice-yearly VASD event. Regional supervisors can
review the PBT to double check that sufficient staff, transport, health posts and per diems
were calculated to ensure a successful event.

2.2 Regional and District Supervision for implementation

Supervisory checklists for the day of the exercise-Regional

At the regional level, supervision can be completed on the day of the district’s planned
VASD exercise by visiting the District Health Offices to meet with District Vitamin A focal
persons and co-supervise a health facility visit with District level supervisors. Regional
supervision checklists are available as a tool to make sure all aspects of the program are
reviewed. (See Annex 4).

Supervisory checklists for the day of the exercise-District

District level supervision to the health facility must occur during VASD days of the twice-
yearly event. This is to ensure that health workers are distributing vitamin A supplements
and deworming tablets appropriately and according to guidelines. A supervisory checklist for
District level supervisors is available (see Annex 4).

Routine & Postpartum VAS supervision

Regional supervisors should also ensure periodically that routine VAS is occurring and
conducted according to guidelines. This means checking with EPI clinics, officers and
registers to make sure distribution of vitamin A supplements to children during the EPI visits
is conducted appropriately and recorded. Supervision must also ensure that VACs are in
adequate supply in health facilities and stocks are not expired. Similarly registers, stocks and
health workers should be supervised in labour wards to ensure that post partum VAS is being
given according to protocol.

2.3 Regional Supervision for reporting

Accuracy and timeliness in reporting coverage

After twice yearly supplementation is completed, tally sheets need to be summarized,
compiled and sent upwards for further summarization, as described earlier in this chapter.
Regions are responsible for compiling all district data for reporting to the national level and
should feel comfortable and confident about the accuracy of the data. Concerns should be
addressed immediately should districts fail to report coverage tallies within two weeks of the
completion of the VAS event as the schedule indicates in Box 4.
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Spot checking of tally sheets against summarized versions should be done at every level
possible (district, region and national levels). This means that for a random selection of
health facilities, district summary reports and regional summary reports should be cross-
checked against the original tally sheets to ensure data are summarized correctly.

Assurance of MTUHA (HMIS) reporting on VAS

Reporting for routine VAS should be incorporated into the Health Management Information
System including EPI-based VAS and postpartum VAS, however, supervision is necessary to
ensure the data recorded are valid and accurate. During supervision, regional level
supervisors should ask for register books and check for completion of and accuracy of
reporting in these books.
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3. Evaluation

Periodic evaluations of the VASD program are done at the national level in collaboration
with partners. These evaluations are done to determine if the program is having the expected
impact. Monitoring indicators are based on program outcomes like coverage rates and supply
issues, whereas evaluation indicators are focused more on long term overall impact. Table 6
summarizes some of the key indicators around sustainability of the program as well as
reduction in vitamin A deficiency and anaemia.

Table 11: Key evaluation indicators for VAS and deworming program

Evaluation Indicator Means of verification

Topic

Sustainability Proportion of children aged 6-59 months Health facility treatment
supplemented with vitamin A during treatment | practice survey to assess
of xerophthalmia, measles, persistent the utilization of VAS in
diarrhoea, severe acute malnutrition, lower the disease targeted
respiratory tract infections approach. The district to

national level to do it
through examining health
facility diagnosis and
treatment records

VASD activities included in national CCHP Annual review of CCHP
guidelines guidelines to ensure
inclusion continues

Impact of Proportion of children aged 6-59 months who | Independent national
VASD' on are vitamin A deficient vitamin A status survey
vitamin A or the Demographic and
deficiency Health Survey (DHS),
micronutrient survey
Impact of Proportion of children aged 12-59 months who | Independent national
VASD' on are anaemic (Hemoglobin assessment) deworming and anaemia
anemia survey or the DHS survey

" Reductions in VAD and anemia can be attributed to deworming as well as VAS
because deworming improves absorption of vitamin A and some anemia can be due to
vitamin A deficiency.

3.1 Management and validation of coverage data

Periodically, VAS and deworming coverage data needs to be verified or validated through
another data system. This is because (1) administrative data through tally sheets and
reporting are prone to error and (2) target populations are based on projections from census
data and do not always reflect the true population of children 6-59 months of age. The best
way to validate coverage data is through a post event coverage survey.
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Post event coverage surveys

Coverage surveys can be done at the national, regional or district level. They are conducted
within one month of the VAS distribution to ensure accurate recall by caretakers for the
services received during the twice-yearly events. These surveys are organized and managed
at the national level through the Tanzania Food and Nutrition Centre with various partners.
Previous coverage surveys have been conducted in 2004 and 2006, and have shown that
administrative coverage data generally overestimate true coverage by about 8-10%.

3.2 Program evaluation

Sustainability Assessment

A sustainability assessment was conducted in 2007 to determine the likelihood of the VAS
program being institutionalized into the government health system. Since decentralization
and the basket fund was created, districts plan and budget for their VAS days and therefore
Tanzania is closer to managing a sustained VAS program than many other countries in
Africa. The tools from the sustainability assessment have been used as supervisory checklists
and can be accessed for use by requesting for the tools at the national level.

Cost assessments

Periodic cost assessments can be done to examine the cost-benefit of conducting VAS.
Because vitamin A supplementation has been determined to be one of the more effective
child survival interventions the aim is not to decide its use but how to reduce costs so that the
program can be sustained at the national level without external support. The last cost
assessment was conducted in 2005. Results indicate that the VAS costs roughly $4 million
and 58% of costs are towards personnel costs. 81% of total costs are distributed/spent at the
district level — which is understandable given the decentralized scheme. The cost per child
doses including all programming costs is roughly $0.71.
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Part VII: Obligation of stakeholders

1. Overview

The success of VAS and deworming depends upon good collaboration between multiple
stakeholders. The main stakeholders include the government and its ministries and
institutions responsible for health, regional administration and local governments and
community development, gender and children affairs. Other stakeholders include the
Medical Stores Department, UN agencies, non-government organizations (NGOs), faith-
based organizations (FBOs), community-based organizations, and the media.

The roles and responsibilities of these stakeholders are highlighted in this section. Box 6
summarizes the stakeholders at various levels.

Box 5: Vitamin A Supplementation Program Stakeholders
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Under the current administrative set-up, the structure of the heath-service delivery system is
divided into four levels: the national, zonal, regional and district levels. Much of the decision-
making has been devolved to local authorities in their districts and communities. Local
authorities, generally known as councils, are of four types: rural, town, municipality, and city
councils.

The role of MoHSW in vitamin A supplementation and other health interventions is to
formulate policies, guidelines and protocols, and to coordinate their implementation.
MoHSW has two other responsibilities: setting minimum quality standards for health-service
delivery, and coordinating among public and local government service authorities.

MoHSW coordinates all activities related to planning, implementation and evaluation of
vitamin A supplementation at all levels. It provides technical support to the regions and
councils through TFNC and programs such as EPI, and the safe motherhood and community-
based health care program. MoHSW chairs the national task force on vitamin A
supplementation. However, implementation of programs managed by individual ministries
must be approved by Prime Minister’s Office -Regional Administration and Local
Government (PMORALG).

TFNC serves as the secretariat to the national taskforce on vitamin A supplementation. It
provides guidance on supplementation to regions, and all logistical support, especially
relative to supplies, orientation of service providers, data compilation, evaluation, and report
preparation.

The Medical Stores Department is responsible for distribution of vitamin A capsules from its
central stores to district councils via zonal stores. MOHSW is responsible for all capsule
transportation costs.

The main partners involved in vitamin A supplementation are UNICEF, CIDA and USAID.
CIDA has provided in-kind donations of vitamin A capsules and financial support for
operation costs. UNICEF provides technical and financial support, including the offshore
procurement of vitamin A capsules; production of technical guidelines, communication,

training, monitoring and evaluation materials; and support for the operational costs in the
field.

The task force committee for VAS is an advisory body on all matters pertaining to VAS in
Tanzania. The advices are given at all levels of implementation from community to national,
during and post implementation of VAS activities.

Several other organizations have supported the program at the national level through their
participation in national taskforce meetings. Those organizations include the Ministry of
Community Development, Gender and Children, the Ministry of Agriculture Food Security
and Cooperatives, the Ministry of Education and Culture, the Medical Stores Department,
UNICEF, WHO, USAID, Helen Keller International, World Vision International, Japan
International Cooperation Agency, Rotary Club International, Plan Tanzania, and the
Tanzania Home Economics Association.

MoHSW zonal-level authorities serve as link between its central structure and the regions,

particularly on all aspects of reproductive and child health. The zones team up with the
regional secretariats under their service areas to provide supportive supervision and conduct
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training for district health managers on all health aspects, including vitamin A
supplementation.

The regional health management team, under the regional secretariat, provides technical
support and supportive supervision to districts. It also orients district staff on the important
aspects of vitamin A supplementation and related health interventions. The regional medical
officer is one of the technical advisors to the regional administrative secretary. Other
technical advisors who participate in planning and supervision include those responsible for
community development, education, planning, local government administration, social
welfare, agriculture and livestock, and water and sanitation.

Since decision-making has been devolved to local government authorities, the districts are
responsible for the development of comprehensive council health plans, resource
management, distribution of capsules to service outlets, stock assessment, compilation of
coverage data, reporting on implementation to the regional secretariat and development of
corrective actions. The council health management teams, in collaboration with other
functional offices under council director, mobilize communities. Community leaders,
community health workers, and traditional birth attendants play a social- mobilization role.
Community health workers in some areas also assist in the administration of vitamin A
capsules.

Specific responsibilities of the government, donors and other partners are detailed in greater
length below.

2. Government

The government at various levels has a great obligation in the implementation of VAS and
deworming activities. The obligation of the government towards successful VAS and
deworming stretches from the community to central level. These obligations include the
following:

2.1 National level

The government at national level, acting through the MoHSW/Tanzania Food and Nutrition
Center, MoHSW/Reproductive and Child Health Unit, EPI and Medical Stores Department
has the following responsibilities:

* Formation of coordinating bodies and mechanisms for coordination

* Coordination of VAS and deworming activities through the Ministry of Health and Social
Welfare (MoHSW).

¢ Formulation, review and dissemination of policy and policy guidelines

* Procurement and distribution of adequate supplies of vitamin A supplements and
deworming drugs based on available data on target population.

* Provision of technical support to zones, regions and districts in order to ensure
compliance and adherence to set policy and policy guidelines. This include designing,
recommending planning and budgeting tools and training packages.

* Advocacy and social mobilization of the programs to regional and district level policy
makers through meetings and related advertisements through popular mass media
including radio, newspapers and televisions. Equally important are letters to local
authorities to advise them on important current trends in control of micronutrient
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deficiencies including how best to sustain the twice-yearly VAS in all the district
councils.

Monitoring and evaluation of the implementation of VAS and deworming activities. The
national level will need to collaborate with local authorities to design, review and
improve on monitoring tools and processes and track performance in coverage and
sustainability particularly of funding VAS and deworming at district and community
levels. Based on findings from the monitoring, the national level should advise local
authorities on ways to improve their program including increasing and sustaining high
VAS and deworming coverage.

Compiling national VAS and deworming activities status reports from regional and
district reports and disseminating them to stakeholders to facilitate them to advise better
on measures to improve VAS and deworming program and other integral interventions,
nationally.

Provision of feedback on performance of VAS and deworming activities to regions and
districts. The feedback to cover such matters as national coverage of VAS and deworming
by district shared with all key leaders in each district. This measure facilitates districts to
compare their performance with those of other districts and encourages them to maintain
the high coverage already attained or strive to improve it to be among the best performers.
Feedback should also cover qualitative aspects of the program like true and false
community rumours and suggest ways to improve community awareness and thus
increased acceptability of the services by communities.

Mobilization of financial, technical and material resources for national level activities and
sensitizing regions and districts to solicit funds for activities planned at these levels.
Developing, producing and disseminating Information Education and Communication
(IEC) materials and messages for VAS and deworming activities and disseminate them
for use at regional, district and community levels. The national level is required to guide
the regions and districts to develop area specific materials, where need arises to do so.
Capacity building, conducting operational research and training on vitamin A, VAS,
worm infestation and deworming and use to use the findings to guide local authorities on
actions/measures to accelerate or sustain good actions in VAS, deworming and other
interventions that may be integrated with VAS and deworming services.

2.2 Zonal level

Roles of the government at zonal levels in the implementation of VAS and deworming
activities are:

Maintaining and sustaining an effective link between the MoHSW and regions including
coordinating trainings and, acquisition of program data for action from their constituent
regions and districts.

Conducting training of health managers and service providers in local authorities under
their catchment areas on VAS, deworming and other components that may be integrated
with the VAS and deworming services.

Providing technical support to regions and districts in their catchment areas on VAS and
deworming activities. This includes designing, recommending planning and budgeting
tools, training packages and training districts and regional managers on recommended
health care practices.

Ensuring that the implementation of VAS and deworming activities adhere to the set
national policies and implementation guidelines. This can be done through regular
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monitoring in the course of providing supportive supervision to their constituent regions
and districts.

* Compiling zonal VAS and deworming activity reports and sharing with partners in the
zone and the national level.

2.3 Regional level

The obligations of the government at regional level include:

* Providing supportive supervision to districts. This involves spot visits to health facilities
and communities in their constituent districts to assess the various health service practices
including VAS and deworming and providing on site advice to the service providing units
and community leadership. Then the regional team needs to compile report to share with
the district advising on actions for improvement or sustaining the good practices observed
in sample communities to the entire district. During supportive supervision, the regional
team will also review program reports and discuss health managers on matters pertaining
to the status of VAS coverage in all communities, measures to improve or sustain high
coverage being taken by the district, and the provide advice on the best course of action.

* Translating, adapting and disseminating national health policies into perspectives of its
constituent districts and set a momentum for their operationalization in local authority
settings.

* Coordinating VAS and deworming activities at regional level through the regional
secretariat. The coordination involves among others reviewing district plans and ensuring
that they have prioritized VAS and deworming.

* Advocacy and social mobilization to district level policy and decision makers on
development plans.

* Mobilization of financial, technical and material resources for regional level activities and
facilitating districts to solicit funds for VAS and deworming activities.

* Capacity building/training on current facts and recommended best health practices to
council health management teams.

¢  Compiling regional VAS and deworming reports from district reports, sharing with
stakeholders within the region and submitting the same to national level.

2.4 District level

At district level the government should do the following:

* Mainstreaming VAS and deworming programs into Comprehensive Council Health Plans
(CCHP). District health authorities need to advocate for increased consideration of VAS
and deworming in their development plans.

* Mobilization of financial, technical and material resources for district, health facilities
and community level VAS and deworming activities.

* Conducting monitoring and evaluation of VAS and deworming activities at district level.
The district level will need to collaborate with partners and community and faith based
organizations operating in the district to produce sufficient copies of monitoring tools and
processes and track performance in coverage and sustainability VAS and deworming at
district and community levels. Based on findings from the monitoring, the district level
needs to devise to improve or sustain good practices in their program including increasing
and sustaining high VAS and deworming coverage.
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Providing technical support to health facilities and communities/”Mtaa” in providing
VAS and deworming services. This includes training health service providers on best
health care practices including VAS and deworming.

Procurement and distribution of adequate amount of vitamin A supplements, deworming
drugs and related supplies for health facilities and other service sites in their
administrative areas.

Organizing VAS and deworming events and

Conduct training for service providers on management of VAS and deworming services.
Collection, compilation, analysis, interpretation and utilization of data from ward levels
for improving performance of VAS and deworming programs. Equally important, sharing
the data/reports with other stakeholders in the district and submitting them to regional
level.

Allocation of adequate and skilled human resource to health facilities and other service
delivery sites for VAS and deworming.

Advocacy and social mobilization in favour of VA and deworming programs to
community leaders and communities through meetings, directives, public announcements
and popular mass media.

Identification of high performing villages/”Mtaa”, wards and divisions and use their
experience as models to stimulate action in low performing areas.

Identification of low performing areas and plan for appropriate support.

2.5 Ward level

The obligations of the government at ward level are:

Advocacy and social mobilization to village/”Mtaa” leaders and communities.

Provision of technical support to villages/”Mtaa”/hamlets in collaboration with health
workers in the area. The ward will ensure that villages and “Mitaa” have planned
reasonable/ sufficient number of service sites and service providers for the VAS and
deworming services. Equally important, the ward level will need to provide.

Facilitating collection, compilation, analysis and utilization of data from its catchment
area for improvement of the performance of VAS and deworming activities.

Submission of VAS and deworming activities performance reports to the district.
Including VAS and deworming in their priority plans to be considered at
district/municipal /town council level.

2.6 Village (“Mtaa”) level

The obligations of the village/”Mtaa” government are:

Social mobilization of members of households to bring their children for the VAS and
deworming services.

Facilitating provision of vitamin A supplements and deworming drugs to targeted clients.
The village will ensure arranging a reasonable number of service sites and provides
sufficient service providers for the VAS and deworming services. Equally important, the
village level will need to provide necessary assistance to service providers to ensure that
supplies reach all planned service posts in good time and all targeted children aged 6-59
months get VAS as recommended. Equally important the village through its health
committee need to ensure that women of child bearing age and community in general are
informed of the importance of postpartum VAS and encourage to get the VAS service
immediately after delivery.
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» To facilitate supervision of implementation and collecting, compilation, analysis and
utilization of VAS and deworming performance data for improved performance among
village and “Mtaa” units in the ward.

* In collaboration with supervisors from the ward and district levels, facilitate submission
of VAS and deworming performance reports to the district level. Motivation of
service providers during implementation of vitamin A supplementation and deworming.

3. International organizations

International partners, including UN agencies, regional institutions, bilateral organizations
and international development agencies should place health and nutrition of young children
on the global public agenda. The role of international organizations is mainly the provision
of technical and financial support to the government at appropriate administrative levels for
the planning, implementation and evaluation of VAS and deworming programs. Specifically
the role and responsibility of the international community include:

* Participation in National Task Force meetings on VAS and deworming thus contributing
to technical aspects of the programs.

e Advocate for increased human, financial and institutional resource needed for the
implementation of VAS and deworming activities at all levels.

* Supporting national capacity building for VAS and deworming activities.

* Under the guidance of the government, participate in facilitation, social mobilization and
advocacy and implementation of the program activities at appropriate administrative
levels.

* Developing norms and standards for effective VAS and deworming activities.

* Sharing new technological developments and experiences on VAS and deworming from
other countries.

4. Community based organizations

The successful implementation of VAS and deworming activities depends also on the active

participation and collaboration of social partners such as non-governmental organizations

(NGOs), community based support groups, community based organizations (CBOs), civil

societies and faith based organizations (FBOs). The roles of these partners include:

. Social mobilization of community members to influence popular behaviours towards
VAS and deworming interventions.

. Communicating accurate, up to date information about child health and nutrition
including the importance of VAS and deworming of young children.

5. Media

The successful implementation of VAS and deworming activities requires dissemination of

correct and appealing information to community members. Therefore mass media

organization and news agencies have a great role to play in this program. Their roles and

responsibilities include:

* Designing, developing and disseminating correct and appealing information on health of
children.

¢ Collaborate with technical personnel in health sector to correct any myths and
misconception that may arise as regards to VAS and deworming activities.

* Create awareness to the communities on importance of VAS and deworming.
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Annex 1:  Activity cycle for twice-yearly vitamin A supplementation
One month before VAS exercise

* Make sure that adequate supplies are ordered and plans for delivery to districts and
health centres is clear

Hold meetings with those who will remind the community about the planned activities
Conduct orientation or refresher training of service providers
Distribute supplies

In the month of VAS exercise

* Promotion activities at community level (week before and during CHW)
° Provision of vitamin A and deworming to children, and completion of tally sheets.
* Monitoring using spot checks and supervisory visits

Within one month after VAS exercise

Review meetings with teams (this is vital for planning for next time)
* Completion of District Summary Report

Second and third month after VAS exercise
* Preparation at regional and national level reports on activity

* Analyze bottlenecks to coverage and performance
* Begin planning for activities of next distribution with attention on supply requirement
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Annex 2: Tally Sheets

TALLY SHEET - VITAMIN A

[Fixed Post D Mohbile/T omporan Date:.....J ... 120_ _ PostTeam Superviser___ .
|District Vit A 100,000 IUJ reoe_ived VIt A 100,000 IU used Vit A 100,000 IU retumed

l‘lzalth Facllilie{“ B Vit A 200,000 IU reoiived VItA 200,000 IU used Vit A 200,000 IU relumed

Post

Supervisor:

Ll 6-11 months 12-59 months

1 2 3 1 2 3 4 5 [ 7 8 9 10 [ 41|12 | 13| 14 | t5]| 18| 17| 8 | 19| 20| 21| 22 |23 | 24| 25| 26 | 27 | 28
5 8 7 20|30 31|32|33]34|35|3|37| 30 |39]40| 41| 42 | 43 | 44| 45| 46 | 47 | 48 | 49 | 50 | 51 | 52 [ 53 | 54 | 55 | 66
9 10| 11 57| 58| 59| 60|61|082|63|64(05)| 60 |67 | 68| 69| 70 | 71| 72|73 (74| 75|78 |77 | ™ |79 |B0|81|62(83]|84
13|14 ] 15 85 |86 | 87|68 |80 90| 91| 92|93| 94 | 95| 9 | 97| 98 | 92 | 100 101 102 | 103 | 104 | 105 | 106 | 107 | 108 | 109| 110 | 111 ] 112
17| 18] 19 113 | 114|116 116 | 117|118 | 119 120 [ 121| 122 | 123 | 124 | 126| 128 | 127 | 128 129 | 130 | 131 | 132 133 | 134 | 136 | 136 | 137 | 138 | 139 140
21|21 23 141 | 142 | 143 | 144 | 145] 146 | 147 | 148 | 149 | 150 | 151 | 152 | 153 | 164 | 185|156 | 157 | 158 | 159 | 160 | 161 | 162 | 163 | 164 | 165| 166 | 167 | 168
25| 28 | 27 189 | 170 171 | 172| 173|174 | 175| 178 | 177 | 178 | 179 180 | 181 | 182 | 183 | 184 | 185| 186 | 187 | 188 | 189 | 190 | 191 | 192 | 193 | 194 | 195 | 198
29 | 30 | 3t 197 | 198 | 199 | 200| 201 ] 202 | 203 | 204 | 205 | 208 | 207 | 208 | 209| 210 | 211 | 212|213 | 214 | 215 | 216| 217 | 218 | 219 | 220 | 221 | 222 | 223 | 224
33| 4|3 225 | 228 | 227 | 228 | 229 230 | 231| 232 ( 233 | 234 | 235| 230 | 237 238 | 239 | 240 | 241| 242 | 243 | 244 | 245| 246 | 247 | 248 | 249 | 250 | 251 | 252
37| 8| 39 263 | 254 | 255 | 256 | 257 | 258 | 259 | 260 | 281 | 262 | 263 | 264 | 265 | 266 | 267 | 268 | 269 | 270 | 271 | 272| 273 | 274 | 276 | 276 | 277 | 278 | 279 | 280
41 | 42| 43 281|282 | 283 | 284 | 285| 286 | 287 | 288 [ 280 | 200 | 201 | 202 | 293 | 294 | 205 | 206 | 207 | 298 | 289 | 300 | 301 | 302 | 303 | 304 | 305 | 306 | 307 | 308
45 | 46 | 47 300 310] 311 | 312 313| 314 | 315| 316 | 317 | 318 | 319| 320 | 321 | 322 | 223 | 324 | 325 326 | 327 | 328 | 329 | 330 | 331 | 332| 333 | 334 | 335 336
49 | 50 | 51 337 | 338 339 | 340 | 341| 342 | 343 | 344 | 345 | 346 | 347 | 348 | 349 350 | 351 | 352 | 353 | 354 | 355 | 356 | 357 | 358 | 359 | 360 | 361 | 362 | 363 | 364
53| 54 | 55 365| 366 | 367 | 368 | 360| 370 | 371 | 372 | 373 | 374 | 375| 376 | 377 | 378 | 370 | 380 381 | 382 | 383 | 384 | 385 | 366 | 387 | 366 | 389 | 390 | 301 | 392
57| 58 | 59 393 | 394 | 305 | 396 | 397 | 398 | 399 | 400 | 401 | 402 | 403 | 404 | 405| 406 | 407 | 408 | 409 | 410 | 411 | 412 | 413| 414 | 415 418 | 417 | 418 | 419 | 420
61| 6 | 63 421 422|423 | 424 | 425| 426 | 427 | 428 | 429 | 430 | 431 | 432 | 433 | 434 | 435 | 436 | 437 | 438 | 439 | 440 | 441 | 442 | 443 | 444 | 445 | 446 | 447 | 448
Total A= Total B=
TOTAL Vitamin A (A+8) l | | Signature: ]
TALLY SHEET - MEBENDAZOLE
Fixed Post D NomeonlD Date:....... d o 120 Posl Team Superviaor
District: [Mebendazole 500mg received Mebendaznle 500mg Used |
flealth T acilities [ Mebendazole 500mg returned
Vaccination Post
Supervisor:
12 - 58 Months Oid
1 2 3 4 5 (] 7 8 9 |10]| 11| 12] 13 14 |15]| 18| 17| 18| 19| 20| 21| 22| 23 | 24 | 25| 26 | 27 | 28| 29 | a0 | 31 | 32
33| 34| 35| 36| 37|38 | 39|40 41| 42| 43| 44| 45| 46 | 47 | 48| 49| SO | 51 | 52 | 53 | 64 | 55 | S6 | 57 | 58 | 59 | 60 | 61 | 62 | 63 | 64
65| 66|67 |68 | 60| | 71| 72| 73|74 | 75| 76| T7 | 78 | 79| 80| 61| 82| 63 | 684 | 85| 86|67 | 68| 8D | 90|91 |02]|93|84)|895]|86
97 | 98 | 99 | 100| 101 | 102 | 103 | 104 | 105| 108 | 107 | 108| 109 | 110 | 111 | 112] 113 | 114 115 | 118 | 117 | 118| 119 | 120 | 121 | 122 | 123 | 124 | 125 126 | 127 | 128
129 130| 131 132 133 | 134 | 135| 136 137 138 | 130 | 140 141 | 142 | 143 | 144 | 145 146 | 147 | 148 | 149 | 150 | 151 | 152 t53 | 154 | 155 | 158 | 167 | 158 | 1569 | 160
181 162| 163 | 164 | 165 | 166 | 167 | 168| 169| 170 | 171| 172| 173 | 174 | 175|176 | 177 178| 179 | 180 | 181 | 182 | 183 | 184 | 185| 186 | 167 | 188 | 189 | 190 | 191 | 152
193] 194 | 195| 196 | 197 | 198 | 199 | 200|201 | 202 | 203 | 204 | 205 | 208 | 207 | 208 | 209 210 | 211 [ 212| 213 | 214 | 215 | 216 | 217 | 213 | 219 | 220 | 221 | 222 223 | 224
225| 2268 | 227 | 228 | 229 | 230 | 231 | 232 | 233 234 | 235 | 236 | 237 | 238 | 239 | 240 | 241 | 242 | 243 | 244 | 245 | 246 | 247 | 248 | 240 | 250 | 251 | 252 | 253 | 254 | 255 | 266
257| 258 | 259 | 260| 261 | 262 | 263 | 264 | 265| 266 | 267 | 268| 260 | 270 | Z71 | 272 | 273 | 274 | 275 | 276 | 277 | 278 | 279 | 280 | 281 | 282 | 263 | 284 | 285 | 2686 | 287 | 286
289 | 200 | 201 | 292 | 293 | 204 | 205 | 206 | 297 | 298 | 200 | 300 | 301 | 302 | 303 | 304 | 305| 306 | 307 | 308 | 309 | 310| 311 | 312|313 | 314 | 315 | 316 | 317 | 318| 318 | 320
321| 322|323 | 324 | 325 | 328 | 327 | 328 | 329| 330 | 331 332| 333 | 334 | 335 336|337 | 338 | 339 | 340 | 341 | 342 | 343 | 344 | 345 | 346 | 347 | 348 | 349 | 350 | 361 | 352
353| 354 | 355 258 | 357 | 358 | 350 | 360 | 361| 362 | 363 | 364 | 365 | 380 | 367 | 368 | 369 | 370| 371 | 372 | 373| 374| 375 | 3768 | 377 | 378 | 370 | 380 | 381 | 382 | 383 | B4
385| 386 | 387 | 388 | 389 390 | 391 | 302 | 303 | 304 | 395 | 396 | 397 | 398 | 399 | 400 | 401 | 402 | 403 | 404 | 405 | 406 | 407 | 408 | 408 | 410 | 411 | 412 413 | 414 | 415 | 416
417 | 418 | 419 | 420 | 421 | 422 | 423 | 424 | 425| 426 | 427 | 4208| 429 | 430 | 431 | 432| 433 | 434 | 435 | 438 | 437 | 438 | 439 | 440 | 441 | 442 | 443 | 444 | 445 | 446 | 447 | 448
449 | 450 | 451 | 452 | 453 | 454 | 455 | 456 | 457 | 458 | 450 | 460 | 481 | 462 | 483 | 464 | 485 | 488 | 467 | 468 | 489 | 470 | AT1 | 472 | 473 | 474 | 475 | 478 | 477 | 476 | 479 | 480
481 | 482 | 483 | 484 | 485 | 486 | 487 | 488 | 489 | 490 | 491 | 492 | 483 | 494 | 495 | 496 | 497 | 498 | 498 | 500 | 501 | 502 | 503 | 504 | 505 | 506 | 507 | 508 | 509 | 510 | 6511 | 512
TOTAL Mebendszole given= ] Signature:

47



14

sieaf | pabe uaipjyo Jo Jaquinu Buippe Aq SEN woy ejejnae);
sieak (o pabe uaupjiyo Jo Joquinu au Jo Jjey se SEN Woy Sjenaes,

SLOI41 810 18l pinoMm siu} suolfial 1o} ‘SILIMIOV 10 SAHYM ISl PINOM SIY} ISP 10} ‘Sjaans/sebelin q pinom sitf siij92] Yieay Jof ‘uognguisip 10 S31vQ 89 pinom js) sty sisod yyesy 104,

[ejoL
D
z
=z
o
O
=
(W]
a
O
Z
<
o
=
<C
=
=z
w
& 00l
- %001 3 a | v
z %001 X (@/9)= 9 %00} xlam)= X (vig)=
B x(a+viia+8) splo - Spo | sployuow 3 Suiod
< Yuow gG-¢ splo SpIO Lpuow 6 yuow |19 Yluow L1-9p | -9 Jo uoiended suonnquisip-qng
z IS aen Stpuow SU10HINOW | obeisnon o, |  yuow 6g-zL | -Z1 Jo uopeindod 5 sjuawalddng yobiie| PazUBWIWNG 4O JSI]
b Splo yuow 6 | 6G-Z) UBIPIYO | 65-9 IDVHIAQD pajuawsiddng 1obe] 10 sbesancy 5 .
m -z abeianon o, pauLIomMa(] 101 %
M z NUATIHO a10 HLNONW 65-Z) (NJIATHI a0 HINOW L1-9
O
L
@ Buiwiomag uoneuswajddng v uIWeNA
=z
- Hodai abesanoy
m 1YVvd TVIINHOIL | Livd
O}
w (sejepjoabueryny) 0] woy :eale uj ubredwes uoyejusiuaiddns y UILEYA JO SalBQ
= ‘wio} bully uoibay /30usiq / Ao yiesH jo aureN
= (Ajreatuosdeje auop bugiodas spremdn) wigsia € fypoed yesy € jsod yjesy *Pally Buraq si uLIof s{y} Ya1ym 38 [aAs] 8L aja11)
S sde uonnqrnsi(q SVA Jo uonezrrewrmng Joj Sunaoday Jo s[oA] [[e 104
m INIAH ONTINHOMHAA B V NIINV.LIA -LI0dTd AIVININNS LOTALSIA

JUIAD SUIULIOMIP PUE Y WWE)IA 10§ mLIof Jiodax Aiemmng ¢ Xouuy




IMPLEMENTATION GUIDELINES FOR VITAMIN A SUPPLEMENTATION AND DEWORMING

6V
Ajuo [oAg] Jouysip oy} Je papiaoid 8q pjnoys uoneuloul siy L,
(SHS1) (SANN4 (M1oads ases|d) Juels) (puny Joyseq)
Q3LLINWOD-NON SNIGNTONI) ¥V sisuped Joyl0 | 00| JUSWWSA0 | 10UN00 JLSIq MSMSMSHOW (sHsb) 139ang
SNHL IN3dS ATTVNLIV INNOWY TV.LOL (SHSL) NOLLNGIYLNOI TYNNNY (Q3LLINNOID) GIA0¥ddY TVNNNY G3LvILS3I
(¥V3A TVIONVNIH ¥04 ,¥1va TIAIT-LORILSIC) LYOdIY TVIONVNIA 40 AMVINAINS
papaau poddns sjayung

asueutiopad moj 1o} suoseal
pue  (spoigsip  ‘sabeja
‘sanijioe)) [9A9] Aue je sease
Bulwiopsd mo| j)si| esesjd

yoeal 0} piey aij} yoeal o}
salbajens |e1oads Buipnjouy
payoeal abesanod ayy
urepje o} pazipn saibejeng

Jodai aAneLeN

AmEoomv 9|0Zepusqaiy

(sainsded pal ‘N 000°002) V UIWENA

(sajnsdes anjq ‘Nj 000001 ) V UIWEYA

(¢ANNOY LX3N ¥04 REFTIRRD) v)
Q3AVS ¥O SIDIAN3S ANILNOY) 1no Mo01s (o-g+v) (9) @3zinin (8) @anzo3y MO01S
YI0LS ONINIVWIY 304 SNV1d 41 M93H) JONV1vVe MJ01S MJ01S SNOIATNd $317ddns

‘podal }o018



O
Z
=
@2
o
=
w
0
a
z
<
Z
E
=
<
=
Z
i
>
w
|
o
a
=
W
<
=
=
<
I
>
fod
O
s
n
w
Z
B
W
=
D
O]
=
O
=
<
=
Z
w
=
|
O
o
=

Sp10991

pue asn MoK 10J A[uO [00] © SI SIY} Se ‘SIaquuInu

IO SYTeWI 29US PIM PI[[ 3q Ued SaxX0og 210N

S WWMSIA H WMSK € PMSIF 7 WWSIJ [ 19WsIq

*SINITATNOD
SLOTALSIA HOVA 304 4410 MOAHD

sssssssss esssesassssanannace cscscsssccnn hOmEQQ-WHO suxeN

0¢

[9AS[ I0LYSIP 3] J& SPBUL SHOLJO UONBZNISUAS,UOIBZI[IqOW [BI00S (O
PSYSI[QEISe Udq SARY USIP[ID SIOUI YOBAI 0} SIITIIB[S MOIU %,()6 JOAO 10U SeM PUTOI ISE] 9FBISA0D IOLISIP JT 6
(Apoomp se) Ansuap uonendod ySiy 10 58BISA0O ISMO] YIIM SESTE UI PIYSI[qe)sd sysod S[IqOJA
ATesS909U sB ‘paysIqelss sisod sfiqom/Arerodwe) Jo Iaqumu ojenbapy g
(s1s 30d geis ¢-7) 911s uonnqrysip yoea je pajsod jyess jusoigng £
S[MPaYos UOISIATadNS PUR IOLISIP UI SSUITIOR] JO IAQUINU [€]0) J9YD)
punoz Suump siosiazradns JoLnsIp £q PaIISIA SUTaq SONI[IOB] JO ¢4, (S 1Ses] 1V 9
19497 PHYSI( 39 e SuLIo)uoly puE uoisiaredng
UOEIUSWS[dUIL JO JUSWISOUSTITIOD JO oM SUO UTYILM SBAIE SIOIAISS 0] PAINqLISIp pue pamoold sfomo3 10 sadip, 71
PUNOJ HORNQINSIP JO J39M SUO UNPIA SEITR SOIAISS O} PIINQLYSIP pue d[qe[ieAe sonsdes v urarepa Suruado 10J SIOSSIOS 11
PuUnoI UOHNQINSIP JO YooM SUO UNPIM SBIIE IIAISS O} PSINQLOSIP PUR J[QR[IBAR oI S)25YS ATetuums 79 S)93Ys (el o1
(ApoaIrp YsB) SOUIIOR] PUB SONIUNUITIOD O] S[QB[IRAE SPBUI PUE JOLOSIP £q PAAISI2) Y UIWE)IA UO SPIE qOf PUe S131S0J 6
PpUNoOI UOHNLIASIP JO YaaA4 U0 WIYILM SONI[IOR] YI[BoY S 1B J[qIe[iesr s)o[qe) pue sonsde)) g
(suroy QSN U0 93ep [99U2) PUnol GONNGLUSIP S) JO SYIWOUI 7 UIYIAL JOLOSIP 513 UL S[qE[IeAR $19]qe) pue sa[nsdery £
JOLYSIP Y UL UOW 6G-7 | PS5 UIIP[IYD P23aSIv) [[e 10) S|qe[leAR (S[OZBPUSq[e IO J[0ZEPUSqaUr) S19[qE] SUTHLIOMSP JUSISMS 9

BOTR QOIAIOS 9 Ul SYuowt S
6S-71 pa3e UaIp[ryo> pajesre) Jo IdquInu 0 SUIPIOdoE IDLOSIP O UL S[qe[ieas sansdes v urwelA <) 000 ‘00T IUSIOmNS
(SuLIOf AISAT{Op (JSTAl 99S) BOIR 2DIAISS oY)
ul syjuow [[-9 PaSe UIP[IYD ps3aSIe) JO IsquInu FUIPIOOOE IOLOSIP ST UL S[qE[IeA. samsdes ¥ UlweyiA )T 000 ‘00T IUSIogns
Ajddns so>ysi3oy
(2608>) Sutuiograd Mo J1 MOU 01 TUTULIOMSP IOJ 191SIP JO 288I0A00 SNOIA3Id YooUd-SSOI)) €
(%08>) Sutwzopiad MO J1 MOWY 0] SYA 10 19LISIP JO 35eISA0D SNo1AdId YOoy0-sS01)) 7
SPIODAI [EUOLSAI SAYDJR (SYPUOW S-7] PUR SIPUOW [ [-9) USIP[IYO 1951e) JO ISqUNU WIuo)) |
PINSI(] JO dUBULIOLIdd SNOIASLY

Iaquuswr JNHO £q uoisiazadns Jo 91ep uo pajyisia Lioe,] :ojdurexy

S JomsIq

¥ PILSIa

€ wmsiq

T 0ImSIq
1 301ms1q
‘uotsiaTedng Jo are(y PAYISIA SIOIDSI( JO SOUIBN]

SUOTO. JUSUISA0IJUIT AMYNJ PUE SOINSESTI SATOI1IOD SJEIPIUITIL UO SSIAPE/SYE] PUE [9AS] EAIE JUSWIYDIED AJUNUITIO/A)[Ioe)

UBIeSY 343 ST [[2A SE SOOLJO JOIISIP Y1 Y30q JB SPUOUW 65-9 Pafe ua1p[1yd o) (ASVA) Surunomep pue uopejuswas[ddns v unoelia [enuwelq Jo uorsiaoxd sjenyeas o} st st ISIPOag0 Jo esodmnd oy

wei301d SUNMIIOMI( PUE SVA U0 WED], JusWSeuey YESH TVNOIOEY 10§ ISIPPLY)) A10siaradng

SISIpIIY)) Arosiarddng :p Xouuy



Q
Z
=z
@
o
=
w
a
@)
Z
<
Zz
=
=
<
=
Zz
ul
>
w
_
a
o
D)
n
<
Z
=
<
=
>
@
@]
e
n
L
£
=
L
g
2
C
Z
E
T
<
T
Z
w
>
L
=1
o
2

IS

SHLON dO SLNIATNOD TVNOLLIAAV

pasn Sureq puE ANTIoE] YIESY Je S[qe[reat (sireyo Sursop) spre qof Surtuoma( s7

Aioey Wiesy je pasn Julaq pue s|qe[reAe (sireyo Sutsop) spre qof v UrwesA 7

3s0d 9914158 30 KIIoE] [H[BIY SYI J& MITA 0] SISQUIST AJIUTIUIUIOD IO S[E[IBAE Y UTWIEIIA UO SI91SOJ €7

91ep Andxe urqum ore sarpddns [[v g

AJIATIOR JO STeME SIE BOTE JUSTIYOJED Ul SIIIWE] SINSUS 0) AN[IO8] [I[esY Y} £q SPEU SHOLS UONEBZI[IqOUI [BI00S [Z

Iopmod se uoar3a)sed € se USAIS PUR Iajem URS[D YIIM POXIUT
‘AIeorus3Ay paystuo st smsdeo Mo[[ems 0] S[qeun USIP[IYD IO “19[qe] JWOoA JO o Jids 10U S0P Pryd

‘ 19]qel SUITHLIOMAP SY) SISISTUTIPE AJOS1I00 JOPIA0Id 901AI0S oY, 0T

(S uey 15p[O 10 | ISpUN USIP[IYS O] 10U) ATUO SIUOW G- [ USIP[IYD JOF 19[qEl SUQ)

9SOp SUTULIOMSP 1991109 © sap1A0Id A[1921100 19piaoid 9d1A1as oYY, 61

PIN? 194 10J SuUTOIOMSP JO aourprodan o) Jnoqe Ioxelores SULIOFUr Iapraoid aotates oL 81

jusWUoNAUS 0} s3[nsded oy wWog [10 Jo peads MO[[E 10U [ Jeq) IduTejuod 10 sSeq onseld £[qeisyoig

7 Iourejuoo e ojul pasodsip A[oyes sonsdes v urwelia (pesn) Aadwyg 2§

pojereSigal jou somsdes pue uns usdo uo pakerdsip jou sonsdes ‘Aressoosu se pasio)o Isureinos spsde))

_ SUONIPU0D SUIZEdGAYSIUNS JO INO 3da ST V UIUIeNA 91

P2 91 Jo 93e 1ySU o) 10 199Ys Af[e} 91p U0 uonodas Isdoig

_ 395Ys A[re} uo Kp3adoid asop Y UTWE)IA o1 SProoal Isp1aoid ao1AT0s o ST

(smsdeo sjoym jou) yinow usdo oyur paddoip are sjusyuos smsdes s10ss1os uespo I uado no st dn smsdey)

_ s[nsdes v UTWe)IA oY) SISISUTWPE A[IS1I09 JSPIA0Id 90IAToS Sy,
14!

{111 000 ‘00T Jo s3[nsdes g woy sdoip [[e IeISTWPE S[qe[reAE Jou JI ‘o[nsdes oy wog sdoIp [re) smsdes (1] 000°00T =SPIC WUOW 65-Z |
(s1nsdes N1 000°00Z & woy sdoxp syl STVH ‘slqelreae sonsdes 000001 104 31 10) smsdes ] 000°001 =SPIO PUOWL [ [-9

V UTWEYA JO 95Op S1103ds-oFe 1001105 o1 soALS Jopraoid 9o1a1ss o4, €1

PITY> 19y 10§ Y UIUWIRYA JO ooueliodull oy} JNOge IONelaIed SULIOFUL Jopiaoid 991ATss oy 7T

SVA JO UOHENS[UIWpE 31033q PIUFWISSP I 28 PIIYD 11

13p1acid goes 10y SUIMO[I0] 3y} PI0ISI PUE SUIMLIOMIP PUE SV A 10] I2p1aoid 931AISS YIEIY ¥ SAIISGO
SINS WONNQLIISIP JO IS A} WOIJ PIPIIIs A[wepuel 3q PIRoYs SIY) -39 jods € se JusAd a3 Jo Aep € uo joLnsip Jod AMIdE] YI[eay o JSIA

9497 Aoy a1y 3e worsiazadng }d9y)) jods



[45

Anpioey yaresy o 38 A[qIsia paysod spre qof pue s131504 o7
AjIADOER JO SYeme oJe edITe JUSTIOIED Ul SSIJIUIE] SINSUL 01 AI[Ioe] P[eSY Y} Aq Spell SIOJS UONRZI[IGOW [BI90S 61

Iopamod se usar3a)ised e se USALS PUE I9jEm TES[O
PIM poXTUI “A[[esTusIAY paysTud ST amsdes mof[ems 0] S[qeun UsIp[Io 10 “1S[qe} oA 10 no Jids j0u $30p PIIYd

| | | | | | 19[qE} SUIILIOMOP 9T} SISISTUTPE A[3091I00 J9p1AoId 901AISS Y] 81
PIMY> 243 Jo 25e 14311 oY) 10¥ 129Ys AJfel o1y uo uonoas Iedoig

102ys A[yes uo Apredoid asop Surmiomsp oy sp109a1 19p1a0id 90TAISS YL, £
_ _ _ | _ _ (S weqy 19p[0 10 [ I3pUN USIPIIYD O} J0U) ATUO STHUOW §S-ZT USIP[IYD I0J I9[qEl SUQ

9SOp SUTULIOMIP 1021100 ® SoPpIA0Id A[1001100 1op1a0id 90IATSS 9T, 91

| | H _ _ _ PIIYo 197 I0F SUrumIomop Jo aoueroduy o1 INOQE JoNe1oTed SWIOFUT IopIaold 9o1AI0s oY ], ¢
JUSWUOIIAUS 0} samsded oy woy 10 30 peads MO[[e 10U [[Im Jey) Isurejuod 10 sSeq onseld A[qeisyorg

[ | I | | | Ioure1uoo € oyui pasodsip K[ayes somsdes v urureina (pasn) Lidwig 41
pajeraSigal jou ssmsdes pue uns uado uo pokedsip jou sonsdes ‘K1esso0su se PasIo[o IaureIunoo smsde)

I _ [ | _ | suonIpuod SurzeayAYBIuns Jo Mo 3deY ST Y WA €]
P10 91 Jo oFe [y oy 10 3937s AJfel o3 uo uonoss 1adoig

| | | _ | _ 199ys A3 uo Ap1adoid ssop vy uturejia oy spIooal mepraoid 901A1ss SYT, 71
(omsdes ajoym jou) mnour uado oyur paddoIp sre sjusuoo SMsdes ‘s10Ss10s Uea[o P uado Jno st dn amsde)

| | | | | _ smsdes y urueliA oY) SI2)SUIUIPE A[I021100 19praoId 9dTAISS SY L 11
(1’1 000 ‘001 Jo somsdes z woy sdoIp e 19ISIupE S[qe[reAt 10U JI a[nsdes o woxy sdoip [re) smsdes (31 000°00T =SPIO WPUOW 65-T 1
(smsdes NI 000°00T & wog sdoIp o3 ITVH ‘SlqeTeat sansdes 000001 10U J1 10) smsdes N1 000°001 =SPIO Guow [1-9

VW UILITE)IA JO 9SOP SII10ads-0Fe 1001109 oY) S9ALS Jopraod ao1a10s ayJ, o1

PIIYS Ioy JOJ Y UTWIEIIA JO doueroduur oy Jnoqe 1oejored SULIOJUl 1I9pIAoId 90IAI0S 9T, 6
SV A JO UONEnSTUIIPE 310J2q PAUTULINAP St o5 PIIYD) §
zopraocxd goed 10J SULM0[[0] 3Y) PICIII PUB SUIIIOMIP PUE SV A 10J I9PIA0Id 3IIAIIS I[BIY B JAIISqQO
SuLi0)TuoA] pue uorsiAIddNg 393.11(q

sonsdeo y unme)iA pasn Jo [esodsip oJes 10J ISUTRIUOD Y £

SpueY] JJO [I0 U3 0} [9M0) 10 3dm 1med v 9

sonsdeo vy urureyia Suruado dyay o) s1ossios Jo mmed v ¢

o1ep Andxs urnm ore sorddns [Tv

BOTE SOIAISS O UI PUOUWI §G-7 ] POSe USIp[IYo pajosie)] [[e 10] S[qe[lRAR (S]0ZBPUS([E I0 S[OZEPUS]IUI) S19[(e] SUTULIOMSP JUSIOINS ¢
BOIR OOIAISS OY) Ul ST)UO

6S-ZT PS5 uaIpIyo> pojesSie; yo Ioquunu 0} SUIPI0doE 150d/ANIoR) (A[eSY O3 Jk S[qe[IeAt so[nsdes ¥ urwellA *11°I 000 ‘00T IUSITMS £
BOIE 90IAISS O} Ul SY)UOW

I1-9 peSe uaIp[iyo polesie) Jo Ioqunu o) Surpiooor 1sod/KJI[1o8] Py o1 1B o]qejrese so[nsdes y witmell A "1 000 ‘001 Iusrogms [
Apddns sopsiso1

H _ _ Iaquaul LINHD £q uoisiazaedns Jo 9)ep uo pajIsia AIfioe,J :ordurexy
SPI0021 pUR 95N MOK I0F ATHO [00}
® ST ST} Se nmkbﬁﬂa—.—ﬂ IO SYIeW YOoT 2 PIM P][IF 2q UBd SaX0g 210N W b«—moﬂm
¢ Qe Awe] ¢ ANPE]  TANPE] [ ANPE] p t Aroeg
'SSINANWINOD ALITIDOVA HOVH 304 440 MOTHD € AIoeg
T Ardeg
1 Arroeg
sremseses sesssssssssssassssssnesesece JoSIATANG JO omEN ruoIstaIodng Jo 91e(q :PaJISIA SaNI[Ioe] Jo odA ] pue sowreN

SO1IS SSOIDE UOSIAIOANS JUS)ISISUOD SIMSUS 0) ATUO ISN [BUIS)UL I0] PIPUSIUI ST SULIOJ ISIY ], "Suonse Justmssoxdurr smyng pue sainsesur
SANOSIIOD S)E) PUE [9AS] BAIE JUSUIYOIED AJTUNILIUIOD/AI[ISE) YI[eaY 18 SIUo 66-9 PaSE UsIpIYo 01 (JSVA) Suruiomsp pue uoneiusweiddns v umurelia fenuuelq Jo uoisiaoid sjenfeas 01 si SIISIPO3YD 101gs1p Jo asodmd oy,
BIURZUR ], Ul S[9AJ] )sod IDIAISS PUue AQIunuime)) Je wels0ld Surmiomd( Pue SV A U0 WIEd I JUSURSeUsAl IEdH [I2UN0)) 10J ISIPIY) Arosiarddng

@)
=
=
o
O
2
]
@)
()
Z
<
Z4
o
<
—
Z
o
=
W
]|
B
B
=)
n
<
Z
>
<C
=
>
7
O
L
%)
ul
z
=
ul
g
D
O
Z
@)
ﬂ
<
—
Z
u
=
w
)
o
=




IMPLEMENTATION GUIDELINES FOR VITAMIN A SUPPLEMENTATION AND DEWORMING







